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ABSTRACT 
T his study was undertaken to explore the extent of cultural sensitivity among the 
nursing students of Kwa Zulu - Natal Province. A qualitative. ethnographic, explorative 
design was utilized. A quantitative approach was also used. Subjects were second, third 
and fourth year students registered fo r the four year Comprehensive Diploma in Nursing 
leading to registration as a Nurse (General, Psychiatry, Community Health) and Midwife. 
To ensure measures of trustworthiness, Guba's model in (Krefting 199 1) was 
implemented. Narrative statements in the form of scenarios and questionnaires were 
employed to explore, to examine and to describe the extent to which the nursing students 
are sensitive towards cultures of groups that are different from theirs. 
The data was analyzed based on the developmental stages of cultura l sensitivity by 
(Bennel! 1986). Tesch's method was used to analyze the qualitative data and the 
Statistical Analysis System (SAS) was used to analyze the quantitative data. Based on the 
findings. the following conclusions were drawn:- Some students were unable to 
acknowledge variations that exist among cultures. Problems emanating fro m cultural 
differences still exist between nurses and patients due to the ethnocentric views held by 
some nurses. The study revealed that the students were at varying stages of levels of 
development of cul tura l sensit ivity, which means that they ranged from lack of cultural 
sensitivity to cultura l sensit ivity. Nursing students, therefore. need more preparat ion by 
their program in order to provide culturally congruent nursing care to all . 
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CHAPTER I 
INTRODUCTION AND OUTLINE OF THE STUDY 
1.1. BACKGROUND 
A lot of problems emanated from apartheid legacy and health care services 
were no exception. Under the apartheid and homeland government, there was 
fragmentation of health services along rac ial and ethnic lines, even care de li very 
was determined by racial differences (Khanyile, 1996, p.S). The policy of separate 
development guided people to serve their own communities but did not facilitate 
community development. As a result , white patients were nursed by white nurses 
who understood their own cu ltures, values and beliefs and black nurses were 
nursing black patients (Ntoane, 1993). In South Africa the problem of cultural 
differences had been viewed within the context of racial differences. Therefore, it 
becomes impossible to isolate problems due to racism from those due to cultural 
differences. Van Der Wait ( 1994) states that nurses socialized and educated into a 
specific culture have difficu lty with entering into the life and history of patients 
from another culture. Yet people experience illness in a cultural way because of 
differences in view of health and illness. 
Recent political changes in South Africa have provided a change from 
hospital to comm uni ty care. This adaptation to Primary Health Care (PHC) 
approach is a strategy towards better health for all occupants in South Africa 
irrespective of colour, creed or nationali ty. This requires redistribution of human 
resources to redress the inequalities in human resource allocation. This has brought 
major changes in staffing levels in many hospitals and larger shifts in health 
workers from we ll off institutions to understaffed services. 
The government of National Unity has realized the multicu ltural nature of the 
country and South Africa has been in the context of gross maldi stribution of the 
country' s human resources. According to the ANC National Health Plan (1994) all 
categories of health personne l shC'uld have experience of working in rural settings. 
Also health educat ion institutions must provide rotat ion of their students and 
staff through rural facilities for all categories of health workers to improve 
interdiscip linary learning activ ities at rural community based care fac ilities. People 
are now. not only allowed to move vertically and horizontally but are placed at the 
stations where there is insufficient human resources. This means that people who 
have no experience of working with diverse groups may suddenly find themselves 
do ing so, for example, white nurses nursing black patients and black nurses nursing 
whi te patients el.cetera. This might create problems resulting from cu ltural 
differences. 
Previous studies on the issue of cultural differences have identified the need 
to improve cultural sensiti vity among nurses. Henderson & Primeaux (1993) 
contends that patients from multicultural and multi-ethnic backgrounds contributes 
to patient care problems. These problems center on language and cu ltural 
differences. Much of this grows out of ethnocentrism as nurses bring their 
ethnocentrism with them to their jobs. In a study that was conducted by Benal & 
Froman (cited in Bartz, Bowles, l ody & Underwood, 1993) even the experienced 
community nurses described themselves as not confident in working with cultura lly 
diverse cl ients. Nurses who are di fferent from patients in terms of culture generally 
have more difficulty in communicating cmpathy, congruence, respect and 
acceptance than those who share or understand the patient's cultural perspective. 
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Dobson (1991) maintains tha! even though the understanding and 
appreciation of cultural diversity have been increased there has been little focus on 
the underlying concept of culture. Nursing has always stressed the importance of 
rendering cu ltura lly conscious care that respects individual differences and 
incorporates onc' s own values, beliefs and lifestyles and practices into the delivery 
of health care. 
According to Morse ( 199 1) cultura l sensitivity implies an awareness of one's 
own cu lture of orientation as well as alertness to the variations of perception, values 
and beliefs of others. It is the process of becoming sensitive to other cultures. 
During this process individuals need to examine their own prejudices towards other 
cultures and become aware of how these factors can affect their perception or 
ethnically diverse individuals (Camphina-Bacote, I 994a). Cook fair (1996) states 
that the development of cultural sensitivity facili tates the communication process 
between the health personnel and the client. In development of cultural sensitivity :-
• Nurses first explore and affirm their own cultural identity. It then becomes 
easier to demonstrate acceptance, respect and interest in learning more about 
client 's culturally based needs, particularly as they pertain to health and illness. 
• Acknowledge variations in values, beliefs and norms. The development of 
cultural sensitivity on the part of the nurse enhances the nurse-client relationship 
and facilitates the caring process. In the nurse-client relationship the va lues of 
both the nurse and the patient come into play because both are members of 
cu ltural groups. When these values differ, it is important for the nurse to be able 
to perceive the client's values as a variation rather than a deviation from those 
values to which the nurse is accustomed. Nurses' values are a product of their 
own cultural backgrounds. 
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• Respect. Al though the nurse may experience surprise or disagreement at the 
dispar ity between the client va lues and his or her own. it is important to 
acknowledge these fce lings without challenging the client's values. The nurse 
must respect another person's point of view even as she or he continue to hold 
his or her own. Thc nurse develops a way of accepting, respecting and allowing 
the patient 10 subscribe to and practice such beliefs. 
Knowledge and understanding of patients or clients from different cu ltures. Culture 
is a blueprint for man' s living an" only by understanding culture can a nurse hope to 
ga in the fu llest understanding of man as a social and cultural being. This 
understanding is imperative for human development and survival and for 
achievement of many sociaL political, educational, economical and health goals. 
Bello in (C lark. 1984, p.295) defines cultural sensitivi ty as an awareness on the 
part of carc givers of the significance of cultural fact ors for health and illness. 
According to Bello ( 1976) cultural sensitivity is characteri zed by several identifiable 
components ;-
• Respect for people as unique individuals and for their culture as one faclOr 
contributing to their uniqueness. The cultural sensiti ve nurse does not expect all 
persons to conform to the majority culture. Nor does she expect all members of 
one cultural group to behave exactly the same way. 
• The awareness that ethnic groups have culturally prescribed beliefs and practices 
re lated to health . Health and illness are culturally defined as are practices that 
promote and prevent illness. 
• The third character ist ic of culturally sensitivity involves modification of nursing 
care to incorporate folk health practices whenever feasible. 
• Finally cultural sensitivity is characterized by an abi lity on the part of the nurse 
to act as an advocate for persons of other cultural groups. 
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The need for cultura l sensitivity ill nurs ing is obvious particu larly with the 
increasing probabi lity of encountering clients from other cultures. It becomes clear, 
therefore, that both (Cookfair 1996) and (Bellos ' views 1976) are the same 
regarding cultural sensi tivity. Cookfair (1996) focuses on the steps that should be 
taken by a nurse towards cul tural sensi tivity, whil e Bell o (1976) identifies the 
components that are inherent in cultural sensiti vity. Bello extends her views and 
app ly these in the provision of cultural congruent nurs ing care, that is, modification 
of nurs ing care to incorporate folk health practices whenever feas ible and the nurse 
being expected to act as an advocate for persons of other cultural groups. In order 
to provide cultural congruent care, the nurse should first develop cu ltura l sens iti vity. 
Then he or she can appreciate and understand the components that arc inherent in 
cultura l sens itivi ty and therefore can incorporate these in the nursing care (Bello, 
1976: Cook fair. 1996). 
1.2 PROBLEM STATEMENT 
Because of the diversity of the South Afr ican population, nurses need to 
provide care to patients from different cultural backgrounds. At the same time, the 
new thrust of community centered nurs ing which focu ses upon understanding 
community health needs is gaining momentum. Nurses work with people in a 
variety of settings and frequently interact with groups and subgroups whose 
thinking, beliefs, va lues, habits, dress, language and rules of be ha vi or are different 
from their own. Nurses, therefore, are faced with a challenge of providing ho listic 
individuali zed nursing care to all the inhabitants of South Africa taking into 
considerat ion the cultural and ethnic trends in our society. 
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Prcvious studies have found that not all practitioners are equ ipped to provide 
appropriatc care to multi-ethnic populati ons. The most critical issues revealed by 
students were lack of cultural kncwledge, sensi tivity and awareness and more 
extensive and innovative efforts are needed to overcome existing barriers (Gerrish, 
Grossman. Massey. Blais, Geiger, Louie, Pereira, Steward, Tayler, Filer, Nembhard, 
& Ta lly-Ross. 1998). Another study revealed that the graduate stude nts had little 
sclf-confidence in their ability to provide culturally congruent care (Kulwicki & 
Bolank, 1996). Also in the literature by Bhimani , Des Gupta and Larvis, (in Tjale, 
1999) suggest that nurses experience diFficulty in providing care to culturally 
diverse clients. 
The question arises as to whether the South African nurses are adequately 
prcpared to function efFectively in community based health service; whether they 
are sensitive and aware of the variations that exist among cultures; whether they 
recognize the impact of cultural values on the delivery of health care and work 
deliberate ly to address culturally based conflicts; whether they have sufficient 
cultural sensitivity to cope with the cultural divers ity of South Africa. 
1.3 TliE PURPOSE OF THE STUDY 
This study sought to explore, examine and describe the extent to which the 
nursing students of K wa Zulu-Nalal Province are sensitive towards cultures of 
groups tha t are different from theirs. 
1.4 OBJECTIVES 
I. To describe the cultural differences that ex ist among nursing students and 
patients , part icu larly with health and health care. 
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2. To determine the student 's level of awareness regarding the variations that exist 
among cultures. 
3. To dctermine the nursing student ' s level of development of cultural sensitivity. 
1.5 THE SIGNIFICANCE OF THE STUDY 
The South African Nursing Councils' philosophy which underpins the 
programs of the school of nursing science recognizes that people are holistic 
ind ividuals who possesses bio-psycho-social, cultural , and spiritual dimensions with 
dignity and self-worth (South African Nursing Council. 1994). In order to fulfill 
thi s requirement. nursi ng students as future practitioners, need to understand the 
connections between culture and health in order to provide culturally congruent 
nurslllg care. 
Th is requirement is also a cha llenge to all nurses in South Africa, including 
those who received training in a unicultural env ironment, of delivering care to 
patients of all cultural and ethnic groups. The mixi ng of backgrounds and 
experiences is increasingly a reality in the new South Africa, "a rainbow nation". It 
is therefore not enough to know and understand the cu lture of a community where 
one comes from. 
[-rem these findings nurses might gain insight about those cultural issues that 
influence health and care behaviours. It is hoped that a caring atmosphere will be 
fostered by the caregivers and thus contribute to the improvement of the quality of 
nursmg care. 
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1.6 METHODOLOGY 
1.6.1 Research Design 
A research design is the overriding program or protocol used for answering 
the research question (Wilson, 1989, p.133). The ethnographic approach was used 
in this study. In ethnography. the researcher studies the group' s views as perceived 
by the group (Leiningcr, 1985; Spradley, 1979). Ethnography (from anthropology) 
is itse lf a research design developed to study human society and cu lture. 
Ethnography is a qualitative research method using naturalistic open discovery and 
largely derived from emic modes (from the people's point of view) and processes 
wi th diverse strategies, techniques and enabling tools to document, describe, 
understand and interpret the people's meanings, experiences, symbols and other 
sk illed aspects bearing on actual or potential nursing phenomena (Leininger, 1991 , 
p.79). Also, a quantitative approach was used in this study. This study sought to 
explore cultural sensitivity as perceived by the nursing students. Ethnography uses 
specific terms, for example, informants instead of subjects and enabler for tool or 
instrument. 
1.6.2 Popu lation 
Polit & Hungler (1991 , p.254) describes the popu lation as the aggregation of 
cases that meet a designated criteria. The population of this study consisted of 
student nurses in all levels from first to fourth year of study in the region of Kw a 
Zulu-Natal where a greater number of groups from different cultural backgrounds is 
found. Because the population is a large group there is a need for the selection of 
the sample. The researcher chose Kwa Zulu-Natal because of the nature of 
heterogeneity in this region. 
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1.6.3 Sa mpling 
A sample cons ists ofa subset of the units that compose the population (Polit 
& Hungler. 199 1, p.254). Quota sampling which uses a conveni ence sampling 
techDlque was used with an additional feature. a strategy to ensure the inclusion of 
subject types that are likely to be underrepresented in the convenience sample. The 
researcher identified strata, that is, levels of train ing and cultural groups of the 
populat ion and the proportions of the elements needed from the various segments of 
the popu lation. A minimum of four ethnic groups was included in the study (Burns 
& Grove. 1997, p.304 ; Poli t & Hungler, 199 1, p.258). 
1.6.4 Data Collection Techniques 
Different methods of data collection. that is. narrative statements in the form 
of scenario and questionnaires were employed in order to explore the culture -
ethnic experiences by the nursing students (See Annexure C and D respectively). 
Informants were given a paper and a pen in order to write down their responses to 
the given scenarios. Responses were based on the development stages of cultural 
sensitivity according to Bennet! (1986). Questionnaires were also used. The 
researcher used both enablers in order to balance the weaknesses of the other. 
1.6.5 Data Analysis Procedure 
Tesch's method of data analysis was used to analyze the qualitative data 
(Creswell, 1994, p.155). Data was analysed by two coders independent of each 
other. The first was myself as the researcher and the other one an expert in 
qualitative research and possesses a Doctoral Degree in nursing. 
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Data analysis was done immediately after the collection of data when it was still 
fresh in the researcher s mind. A sense of whole was obtained by reading through 
all the transcripts. Ideas were jotted in the margin as they came to mind . A list of 
topics was made and similar ones were combined and clustered together and 
rearranged into major topics. 
Topics were abbreviated and written as codes next to appropriate segments. 
The researcher tried out to organise scheme and see whether new categories and 
codes emerged. The topics were written and turned using descriptive words into 
categories. The researcher reduced the total list of categories by grouping related 
topics and lines were drawn between categories to show interrelationships. A final 
decision on the abbreviation of each category was made and the codes were 
alphabetized. Data that belonged to each category were assembled in one place and 
a preliminary analysis performed. Existing data were then recorded. Arrangement 
was made for an expert to ass ist dur ing th is stage. 
The researcher used the Statistical Analysis System (SAS) computer program 
(SAS/STA T User Guide, 1990) to analyse the quantitative data . Descriptive 
stat istics that includes percentages, tables and graphs was ut ilised to organise and 
summarise the data. 
1.6.6 Academic rigour 
According to Brink ( 1993) the very nature of qualitative research method 
does not lend to statistical or empirical calculation of validity. The researcher 
sought basically the same end results which are better suited to a human subject 
matter. 
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Guba' s model for trustworthiness was utili zed to ensure the validity and reliability 
of this study (Lincoln & Guba, 1985. p.290). Aspects that are relevant to ensure 
trustworthiness will be discussed below :-
(a) Truth value 
Truth value asks whether the researcher has established confidence in truth of 
the findings for the subjects and the context in which thc research is undertaken . 
Truth value is ensured by the strategy of credibi li ty (Krefting, 1990, p.214). 
Mcmber checking was done to make sure that data is presented and interpreted 
according to meanings and in the context of respondents . 
(b) Triangulation 
Triangulation refers to the use of two or more data sources, methods, 
investigators, theoretical perspectives and/ or approaches during the study of a 
si ngle phenomenon so as to enhance the qua li ty, comp leteness and credibility of the 
research (Krefting, 1991 , p.229). The researcher used two data collection methods, 
that is, scenarios and questionnaires to collect data. The sample of the population 
consisted of students from three levels of train ing, that is, second, third and fourth 
years. 
(c) Applicabili ty 
Applicability refers to the degree to which the findings can be applied to 
other contexts and settings or with other groups. It is the ability to generalize from 
the findings to larger populations. Since qua litative study do not necessarily seek to 
generalize, applicabi li ty in qualitative research refers to whether it is fitting or 
transferable (Krefting, 1990, p.216). However, the researcher hoped that the 
questionnaire that was constructed from the subject ' s responses could be used in 
other settings. 
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(d) Neutrality 
Guba (in Krefling 1991, p.216) asserts that neutrality refers to the degree to 
which findings are a function sOlely of the informants and conditions of the research 
and not of other biases. motivations and perspectives. The researcher tried to be 
grounded as much as possible dUring the study by analysing the data using direct 
quotes from the informants, so that data will not present as the researcher' s own 
opi ni on and to control the research bias. Member checking was done to ensure the 
neutrality of the findings and credibility of the study. By using a second tool 
(questionnaire) the researcher was able to verify with the subjects or confirm if what 
she has documented is really what the subjects really meant. 
1.6.7 Ethical Considerations 
Ethical considerations are of utmost importance in research to protect human 
dignity and also to exercise the principle of justice (Polit & Hungler, 1993, p.445). 
Therefore. the ethical considerations that are inherent in research proceedings entail: 
Consent to conduct the study was obtained from the institution that is providing the 
four year Diploma and the Deparunent of Health in Kwa Zulu-Natal province 
through leners. Leedy cites "the consideration of fairness. honesty, openness of 
interest, disclosure of methods, the ends for which the research is executed and a 
respect for the integrity of the individual (Leedy, 1997, p. 11 6). 
Appropriate steps to ensure that the respondent' s rights arc not violated were 
taken. The purpose of the study, and the role of the participants were explained. 
Subj ects were told that participation is voluntary, and if for any reason the 
individual do not wish to continue with the research effort, he or she had a right to 
wi thdraw. 
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Informed consent was obtained from the students who were participation in the 
study. The respondents who were participating were given assurance of anonymity 
as their names were not required. Also the respondents were assured confidentiality 
as whatever information they would give in would not be divulged by anybody. 
1.7 DEFINITION OF KEY TERMS 
(a) Ethnicity 
Ethnicity is a social group who shares cultural bonds and social heritage 
passed from generation to generation: provides a sense of"belonging" (Hunt & 
Zurek, 1997, p.81). Sorofman (cited in McOee. 1992) describes ethnicity as a group 
of people who are clearly identifiable because of their way of life. for example, 
religion , nationality, specific values, attitudes or behaviour. 
(b) Culture 
Culture is defined as values, beliefs, norms and practices shared by members 
of the same cultural identity and guide thinking, action and being. Culture also 
refers to all structures and processes created by man (individuals, groups, 
communities and nations) to make his own world habitable and meaningful. The 
patterned expressions are passed from one generation to the next (Kotze, 1994). 
(c) Transcultural nursing 
Leininger (1998a) defines transcuhural nursing as the formal area of study 
and practice focused on a comparative analysis of different cuhural care, health and 
illness beliefs, values and practices with the goal of using this knowledge to provide 
culture specific and cultural universal nursing care to people. 
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(d) Cultural care 
Cultural care is the cognitive known beliefs, values and patterned expressions 
that support or enable another individual or group to maintain well-being, improve a 
human condition or lifeway, or face death and disabi lities (LeiningeLI988a, p, 156), 
(c) Culturc care diversity 
This refers to the variations of meanings, patterns, values or symbols of care 
that are culturally derived by humans for their well-being to improve a human 
condition and lifeway or to face death (Leininger, 1988a), 
(I) Patient 
Patient refers to a man or a person as a unique, multidimensional unitary 
being, body-psyche-spirit, continuously becoming within a dynamic inseparable 
relationship with the worid, time, fellow beings and God, of any age, sick or well , 
who needs help to allow or maintain optimal health (wellness), Patient also refers to 
individuals, families or groups, communities as the case may be, in all health care 
settings (Kotze, 1994), 
(g) Health 
Health refers to a state of well being that is culturally defined, valued, 
practiced and which reflects the ability of individuals (or groups) to perform their 
daily role activities in a culturally satisfactory manner (Leininger, 1988a, p, 156), 
Health is also viewed from a magic-religious, biomedical or holi stic perspective, 
From the magic-religious perspective, health which is a gift from God, is a 
community matteL According to biomedical perspective, health is defined by 
means of physical and chemical bodily processes, The holistic perspective relates 
health and harmony between man and nalure (Herberg, 1989, p.26-35), 
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(h) Student nurse 
A slUdent nurse is a person registered as such with S.A.N.C. and undergoing 
a comprehensive basic nursing education program leading to registration as a Nurse 
(General. Community. Psychiatry) and Midwife in terms ofS.A.N.C. regulation 
R425 as amended. For the purposes of this study this wi ll mean all nursing students 
registered with the coll ege of nursing from first to fourth year of study. 
(i) Experiences 
Experiences refer to the accumulated set of events, and the people's reactions 
to them. which are common for the participants in any type of contact (Brislin, 
1993). 
Ul Ethnic minority or Minority Group 
Ethnic minority is used to indicate people who do not belong to or identify 
with the dominant culture. It is a group of people whose culture possesses certain 
traits that are held in low esteem by the dominant cu lture (McGee, 1992). 
(k) Dominant culture 
A dominant culture is one that has, or assumes it has, the authority to act as 
guardian and sustainer of the controlling value system, and has a monopoly on the 
rewards avai lable (McGee, 1992). 
(I) Health for All 
Health for All means that health is to be brought within reach of everyone in 
a given country. And by health is meant a persona l state of well - being not just the 
avai lability of health services, a state of health that enables a person to lead a 
socially and economically productive life (World Health Organisation, 1979). 
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(m) Primary Health Care 
Primary Health Care (PHC) is essential health care based on practical, 
scientifically sound and socially acceptable methods and technology made 
universally accessible to individuals and families in the community through their 
full participation and at a cost tha, the communi ty and country can afford to 
maintain at every stage of their development in the spirit of self-reliance and self-
determination (ANe, 1994). The Oxford Reference Dictionary of Nursing describes 
Primary Health Care as the person 's point of entry into a comprehensive health care 
process provided through an integrated network of services covering the treatment 
of common illnesses and injuries, maternal and child health problems, the care and 
rehabilitation of peoplc with long and short term handicaps and disabilities and 
health education. 
(n) World view 
World view refers to the way people tend to look upon the world or universe 
to form a picture or value stance about their life and the world about them. It 
consists of social structure (organisational factors ofa particular cu lture, such as 
religion, economic, education and politics and how these factors give meaning and 
order to the culture) and environmental context (an event, situation. or experience 
such as interaction, emotion or physical element that gives meaning to human 
expressions (Leininger, 1988a, p.IS). 
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1.8 OUTLINE OF DISSERTATION 
Chapter I gives an introduction and overview of the study. 
Chapter 2 provides some literature review of some of the studies that were 
conducted with the aim of exploring cultural sensitivity of nurses towards their 
clients or patients. Also the three theoretical frameworks that fonn the bases of the 
study are discussed. 
Chapter 3 explains the methodology of the study, that is, research design, research 
sett ing, the target population, sampling and data coll ection methods. 
Chapter 4 provides the findings on the data analysis and interpretation. 
Chapter 5 draws conclusions and furnish with the recommendations in relation to 
nursing practice, education and research. 
1.9 CONCLUSION 
In this chapter, the problem to be researched has been clearly stated based on 
the background information, research questions, purpose and objectives to 
undertake the study, have been stated . The research design, research methous anu 
methods to ensure trustworthiness have been described. 
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CHAPTER 2 
LITERATURE REVIEW 
2.1 INTRODUCTION 
This chapter presents a review of selected empirical literalUre on the subject 
that is re levant for this study. so that it bui lds on knowledge that already exists and 
is comparable wi th previous research . 
2.2 EMPIRICAL LITERATURE 
Several studies offer support ive evidence that there is a strong need to 
improve cultural sensitivity among nllrses in order to provide cultural congruent 
nursing care. From the literature. the researchers identified a lack in cultural 
knowledge and skills which results in a number of issues affecting the provision of 
sensitive or competent nursing care. These are viewed as barriers to culture 
sensitive care as they inhibit the formation of meaningful intercu ltural relations. 
These cultural factors have implications for the teaching and learning process, for 
example, ethnocentri sm, stereotypying, prejudice. cultural imposition and labeling 
(Hunt & lurek. 1997; Leimmer & Squelch, 1993). However, no studies were 
found that attempted to explore the extent of cultural sensitivity among nursing 
students of Kw a l ulu - Natal province. 
2.2.1 Lack of cultural knowledge and skill 
Campinah-Bacote ( 199 1) defines cu ltural knowledge as learning about a 
cultures' world view from emic perspective. 
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The process here is experiential , for example, when a group of students travel to a 
fore ign land to learn about other peoples Iifeways. Cultural skill involves the 
process of learning how to assess one's own values, beliefs and practices in order 
to provide culturally competent care. Nursing students need to learn how to 
conduct culturological assessment as the first step in addressing multicultural 
health care needs for the 2 1 st century. 
Studies relating to lack of cultural knowledge were found in the literature. 
Blenner ( 1991) conducted a study on how health care providers approach treatment 
of culturally diverse infertile patients. Findings from in-depth providers in a major 
city in Californ ia rcvealed three types of providers :-
• culturally unaware, culturally non-tolerant and culturally sensitivity. Cultural 
unaware providers fai led to recognize different cultural needs and treated all 
patients in the same way, an approach that eventually led to non-compliance. 
• cu lturally non-tolerant providers recognized diverse needs but were unwilling 
to tolerate cultural conflicts in treatment or change treatment protocols. Often, 
this resulted in providers terminating treatment or making referral s to a more 
cu lturally tolerant provider. 
• culturally sensitive providers acquired information about cultural beliefs, 
worked with patient limitat ioils and adapted tests and treatment protocol s to 
meet patient's needs. 
According to this researcher the process of becoming a culturally competent 
practitioner must begin with a carefu l examination of ones' own beliefs, values 
and intentions. This process ofself awareness must begin early in the nurses' 
education. 
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To ensure safe and effective service to the consumer of health care services. it has 
become necessary to provide the student and the health care professional with both 
the technical knowledge and cultural understanding to meet the consumers' need. 
Spector ( 1991) stated that unless the provider has a sound understanding of the 
consumers' values and perceptions regarding health and illness. the consumers ' 
needs cannot be met satisfactorily. 
Bucher. Klem & Adepoju ( 1996) professors of College of Nursing 
University of Delaware. Newark, conducted a study on fostering cultural 
competence. The findin gs revealed that a number of students showed very little 
difference between their own culture and the assigned culturc and this may be due 
to lack of exposure to other cultural groups. According to the researchers, the lack 
of insight regarding cultural diffe.rences on the part of the students need to be 
considered when faculty plan other culture-specific learning acti vities. 
Eliason ( 1998, p.27) supports the view of lack of cultural knowledge when 
she states that students entering the nursing profession are often not prepared for 
the multicultural world of the health care system. Most health care workers are 
socialized in the equal treatment model that all patients or clients should be treated 
the same. This equa l treatment model emerges from an eurocentric, middle class 
perspective and often takes a paternalistic, patronizing view of the diverse patient 
or client, a chi ld in need of protection and guidance. 
Eliason & Rahein (1996) surveyed 196 nursing students and found that 
experiences with various cultural groups were related to level of comfort when 
interact ing with individuals from the group. The most common response given for 
feeling uncomfortable with members of racial groups was lack o f exposure and 
knowledge. 
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For sexual identity groups, reasons for feeling uncomfortable were evenly split 
between lack of knowledge or exposure and negative attitudes or fee lings of 
disapproval. There is a real need for students to explore their own beliefs that can 
potentially interfere wi th willingness to care for some clients or clients with a 
parti cular health care prob lem. 
A similar study that supported this view was undertaken to measure the 
level of comfort by graduating baccalaureate students in providing transcultural 
nursing care to clients of diverse cu ltura l backgrounds (Kulwicki & Bolank, 1996). 
Results suggested that graduating students did not feel confident about caring for 
Michigan ' s five major ethnic groups. The data obtained in this substantiated that 
nursing students are not prov ided with the experiences needed to give transcultural 
care to ethnically diverse populations. 
A study by Zwane & Poggenpoel (2000) was conducted to explore and 
describe student nurses' experiences of interacting with culturally diverse 
psychiatric patients in two universities. Student nurses reported having 
experienced both positive and negative aspects of interacting with culturally 
diverse psychiatric patients. Positive aspects included opt imism, racial unity, 
equali ty of facilities, enrichment and challenge. whereas negative experiences 
included discrimination, superiority complex. cu ltural ignorance and 
ineffectiveness of patient care, hostility and general unhappiness. Even both 
universities' student nurses seemed to be ignorant of each other's cu ltures. And as 
such, there is lack of knowledge concerning transcultural nursing issues that 
causes many problems in South Africa. 
A survey of Deans and directors was conducted in Florida nursing programs 
to determine how nursing programs promote and integrate cultural diversity. 
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The majority of Deans and Directors ranked the goa l of promoting cultural 
diversity of moderate importance. The two most cr itical issues perceived by the 
respondents were the lack of cultural knowledge. sensitivity and awareness and the 
academi c problems and educational deficit of minority students. Data suggest that 
morc extensive and innovative efforts are needed to overcome exist ing barriers 
(Grossman, et ai , 1998). 
2.2.2 Barriers to culture sensitive care: negative attitudes 
A study by Gerrish ( 1998j identified a limited understanding of cultura l 
needs and negative attitudes among some nursing and midwifery staff while 
minority ethn ic communities reported some positive experiences of sensitive, 
caring professionals. It is important for the nurses to have an understanding of 
negative attitudes that hinder the provision of culture congruent nurs ing care. 
An "attitude" is when people feel a certain way towards something or 
someone over a period of time. When a feeling is linked to an idea or belief it 
becomes an opinion (Lipson & Meleis, 1985. 1992). An attitude is an outflow of 
a person's inner feelings and perception . It is exhibited in the person's behaviour. 
A person's world view as well as societal influence may both indirectly determine 
a person' s attitudes towards phenomena (Khanyile, 1996). Attitudes and values 
we hold as individuals can have an impact upon our behavior towards people who 
are perceived to be different. The nurses' attitudes a lso affect the success in 
gathering cu ltural data. The client will not reveal much about himselfor herself to 
a nurse whose communication reveals bias, condescension or lack of respect 
(Lipson & Meleis, 1985, 1992). 
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2.2.2.1 Negative attitudes: prejudice and stereotyping 
In a study by McMillan & Townsend (1994). the effects of cultural bias 
were investigated in the judgment of lay people about the presence of depression 
in the young women. Studies revea led that when making decisions. different 
sources of bias were shown to be influential. including professional status, 
education, age, amount of contact with mentally ill people, sex, religion, prestige, 
nationality. theoretically orientation. diagnostic trends. similarity of beliefs system, 
physical or psychological att ractiveness and culture. 
The influences of these factors on alt itudes and j udgments about mental 
illness were shown to be positive or negati ve in a variety of studies. This apparent 
inconsistency may be an artifact of poor research methodology and reflect the 
problem of operationalising abstract concepts such as culture. The culture of a 
therapist may bias judgments in favor of clients of another culture. that is, less 
psychopathology (Lopez & I-Iernandez, 1986) or bias against clients of another 
culture that is more disturbed (Kanz, Cole & Lowery. 1969 ; Li-Repac, 1980 ; 
Malgady & Rogler, 1987; Pope, 1979). 
Louie (1990) reports in his study that there is a relationship between 
empathy and anx iety of nursi ng students and their altitudes towards patients from 
ethnic minority groups. In recognizing the imponant role that nurses and 
midwives play in hea lth care delivery, the UK English National Board for Nursing, 
Midwifery and Health Visiting - the statutory professional body that overseas 
nursing and midwifery education in England commissioned a two year research 
project to examine the extent to which nurses and midwives were prepared to work 
in a multi-ethnic society. The study found that not all practitioners were equipped 
to provide appropriate care to multi-ethni c populat ions. 
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Martin & Belcher (1986) conducted a study aiming at determimng the 
differences and si milarities of altitudes of oncology hospital nurses towards pain, 
cancer treatment and the dying patients among three cultural groups. namely, 
Midwest American, South African English and A friean Zulu . The 20 - question 
survey was devised by the investigators and given to 36 Midwest American nurses. 
31 South African English nurses and 33 African Zulu nurses. Findings revealed 
there were si milarities as well as differences among the three groups of nurses. 
They shared s imilar opin ions that: -
• all different groups of patients with cancer experience the most pain. 
• the use or medication was preferred first, then relaxation to reduce pain. 
• home selting was preferred by most as the place of death provided the patients 
who do not require sk illed care. 
• patients with a good positive altitude toward recovery will do belt er in the 
course of illness. 
This showed some differences regarding certain views. The America and Zulu 
nurses differed mostly because of their cultural background. The South African 
English nurses were closer to the Americans because of their educational 
background and both groups have a basic cultural heritage of Anglo-Saxon origin. 
The major difference between Zulu and American nurses was that Zu lu nurses ' 
responses ind icated that they feel very uncomfortable both around the dying cancer 
patients and also in talking about the impending death of a dying patient as 
compared with Midwest American nurses. This study revealed that altitudes are 
culturally based and that they influence individual's behavior and thus interferes 
with multicultural nursing. 
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Khanyile Cl 996) in her study on the nature of the problems that non-Zulu 
students experienced during their encounter with Zu lu patients highlighted the 
nurses ' attitude as a factor in transcultural interaction problems. In her study, she 
states that attitudes are culturally based. they innuence an individual 's behavior 
and therefore can interfere with a multicultural nursing intervention. Since 
attitudes are culturally based. nurses need to examine their cultural beliefs and 
values about health and illness so as to identify their own biases and prejudices. 
Ca) Stereotyping 
Stereotyping occurs when one creates a standardized mental picture based 
on an assumption. This mental picture is based on a characteristic or series of 
characteristics that come from myths or generalizations and are assigned to people 
based on their perceived membership in a group (Hunt & Zurek, 1997). 
Stereotyping in Giger & Davidhizar (1995) is an assumption that all people in a 
similar cultural. social or ethnic group are alike and share the same values and 
beliefs. It is a tendency to ascribe the values, attributes or behaviours ofa number 
of people to all members in the group (Cookfair. 1993, p. I 7 I). 
Community based nurses are routinely in contact with individuals who are 
members of stereotyped groups, such as mentally ill. the poor, the homeless, the 
aged, and HIV-positive individuals. Aspects ofa client's character that differ from 
the nurse can lead to negative stereotyping. Respect for the uniqueness of an 
individual of is central to effective nursing care. Stereotypical attitudes are not 
based in reality. Ifnurses base their nursing practice on stereotypes, the result can 
be ineffective care (Hunt & Zurek, 1991. p.97). 
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(b) Prej udice 
Prejudice is a set of negative beliefs about a soc ial; group that leads 
individuals to prejudice people from that group or the group in general, regardless 
of individual differences among members of that group (Brislin, 1993, p.I?I). 
Prejudices are categories about people. As such they have all the features of 
categories especially the organization of specific bits of information and 
subsequent reaction to the category as a whole. 
There is not only a set of beliefs about others which are captured in 
stereotypes. there is also a deeply felt set of Fee lings about what is good and bad, 
right or wrong, moral and immoral and so fonh . Prejudice refers to the emotional 
component of peoples' reactions to other groups. These are negative feelings 
about outgroups. It is a preconceived opinion against or in favour of a person or 
thing and a judgment or opinion is fonned beforehand or without due examination 
of the facts (Leimmer & Squelch, 1993). 
(c) Ethnocentrism 
Giger & Davidhizar ( 1995) defines ethnocentrism as the perception that 
one' own way is best. Leininger in (Cook fair 1996) sees ethnocentrism as the 
tendency of an individual or group to believe that ones' own li feways are most 
desirable. acceptable or best and act in a superior manner to the lifeway of other 
cultural groups. Even in the nursing profession there is a tendency to lean towards 
ethnocentrism. Thi s can prompt cultural imposi tion, that is, the tendency of an 
individual or cultural group to impose their beliefs. values and patterns of be ha vi or 
upon another culture for varied reasons (Leininger, 199 1). 
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Henderson & Primeaux (1993) contends that the presence of patients from 
multicultural and multi-ethnic backgrounds is a source of patient care problems. 
These problems center on language and cu ltural differences. Much of this grows 
out of ethnocentrism as nurses bring their ethnocentrism with them to their jobs. 
In a study that was conducted by Benal & Froman, 1987 (in Bartz, Bowles. l ody & 
Underwood 1993) even the experienced community health nurses described 
themselves as not confident in working with culturally diverse clients. Nurses who 
are different from patients in terms of cu lture generally have more difficulty 
communicating empathy. congruence. respect and acceptance than those who share 
or understand the patient's cultural perspective. 
(d) Labcling 
Labeling means attaching a description to. or ass igning to a category 
(Mavundl a. 1998, p76). Labeling patients as good or bad represents another 
absolute, based on mistaken notions of what we wou ld like patient's behavior to 
be, but what in reality. it is not (Kein. 1980. p. 135). 
DeSantis (199 1) in her study found the nursing diagnosis of noncompliance 
troublesome. Client 's decision not to follow biomedical oriented treatments or 
health education were seen as inherent in their right to decide. Patients were 
labeled as noncompliant and this was considered an ethnocentric judgement on the 
part of the nurse and based on the assumption that the tenets of biomedicine are 
superior to clients ' health cu ltural values. beliefs. and practices. Viewed from a 
transcultural posture, the current nursing diagnosis of noncompliance violates the 
concept of cultural relativism and severely inhibits the ability of nurses to provide 
holistic and culturally congruent care. 
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Ce) Cultural imposition 
Leininger (in Hunt & Zurek, 1997) describes cultural imposition as the 
practice in which health personnel impose their bcliefs, practices and values on 
people of other cultures because they believe their ideas are superior to those of 
other groups. Thi s is an attempt by an outsider, to impose his or her own cultural 
values. beliefs and mode of conduct on an individual, family or group of another 
culture. This phenomena has serious and ethical and professional implications. 
since the patient has both a human right and a cultural right to have his or her 
cultural values and way of life taken into consideration in nursing practice. 
Nurses must recogni ze this right and with the patient not against him or her 
(George, 1984, p.43). Ifhealth professionals assume they have the right to make 
decisions for clients will respond as minority cultures respond to dominant cultures 
with passivity, resistance, anger or noncompliance (Hunt & Zurek. 1997). Nurses 
shou ld be aware of the fact that their ways are not necessarily the best and that 
other peoples ' ideas are not ignorant or inferior. Nurses must remember that the 
ideas of lay individuals may be valid for them and more importantly. wi ll influence 
their health status (Giger & Davidh izar. 1995, p.62). Nursing has always stTessed 
the importance of rendering culturally conscious care that respects individual 
differences and incorporates one's own values, beliefs and li festyles and practices 
into the delivery of health care (Campinah-Bacote, 1998, p.3). 
28 
2.3 THEORETICAL FRAMEWORK 
The researcher identified a number of theoretical frameworks that are 
rt:lt.:vant to this study, but three have been chosen. that is :-
• The Stages of development of cultural sensi tivity by Bennet! (1986), whereby 
responses from the participants will determine the stage in which the 
respondent is ; 
• The Social identity development theory whereby the nurse is seen as a social 
being from birth to adulthood (Adam. Bell & Griffin. 1997); and 
• Chrisman 's theory. (1991) which is, Expanding nursing practice with culture-
sensitive care wherein culture - sensitive care should emerge. These will be 
explained below. 
2.3.1 Stages of Development 
Bennett 's stages of development of cultural sensitivity has provided a frame 
of reference for this study. Bennetl (1986) has outlined the progression from 
ethnocentrism to increased cu ltural sensiti vity typically following six stages. Each 
stage represent a way of experiencing a difference :-
The first stage is denial whereby one's own culture is seen as the only culture 
and cultural differences are not recognised . A denial of difference occurs when 
physical or social isolation prevent any contact at all with significant cultural 
differences. This represents the ultimate ethnocentrism where one's own world 
view is unchallenged as central to all reality. In extreme cases of denial , 
cultural differences that are recogni sed may be explained a way by attributing 
sub - human status to the merlbers of the other culture. 
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• In the next stage. defense. cultural differences are recognized. but are defended 
against by a belief that one' s own culture is superior. Undesirable 
characterIStics are anributed to every member of a culturally distinct group, for 
example, race, religion. age, gender or any other assumed indicator of 
difference. 
• In the third stage. minimization. cultural differences may be recogn ized but the 
magnitude of their impact is still minimized. Cultural differences are overtly 
acknowledged but are experienced as unimportant compared to far more 
dictates of cultural s imilaritie~. An attempt is made to ignore the differences 
bury the weight of cultural similarities (Bennet!. 1998). 
• Then. in the fourth stage, there is acceptance and respect of behavioural 
difference and underlying cultural value differences. Differences are 
acknowledged and seen as part of a dynamic process that helps people set and 
follow social rules. Differences are seen as fundamental , necessary and 
preferable in human affairs. Individuals here begin to see their own culture as 
constructed and changeable. It is at this stage that cultural sensitive care can 
begin to take place. 
• In the adaptive stage. an individual is able to change cultures and adapt to 
different cultures. The ability to change processing of reality constitutes an 
increase in intercultural sensiti vity when it occurs in cross cul tural context. 
Bennett ( 1986) states that the most common form of adaptat ion is empathy 
which involves a temporary shift in the frame of reference such that one 
construes events as if one were the other person. 
Another form is the ability to shift into two or more complete world views and 
the terms "biculturality" and "multiculturality" are used respectively. 
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• In the final stage. integration occurs when an individual is able to move 
comfortably among cultures. The integration of difference is the application of 
ethnorelativism to one' s own identity. The individual is not only sensitive to 
many different cuitures, but is always in the process of becoming a part of and 
apart from a given cultural context. (See Annexure A). 
It is assumed in the model that intercultural sensitivity increases with movement to 
the right towards more relative treatment of difference. The responses from the 
participant determined the stage in which the respondent was. The researcher used 
this model to diagnose the level of sensitivity of individuals and groups. 
2.3.2 Social Identity Development Theory 
It is also important for this study to examine the literature on racism as 
oppressive beliefs are internalized by victims (targets) as well as benefactors 
(oppressors / agents ). Practice is always shaped by theory whether formal or 
informal. 
Stage I : Naive / No Social Consciousness 
Social identity is perpetuated by the process of sociali zation as shown in 
Annexure B. The cycle of socialization illustrates how people are socialized by 
individuals, cu lture and the institutions of society to accept a system of racial 
dominance and racism. People are born without racist attitudes, values or beliefs. 
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Though people are born into social identity groups. they do not have information 
about themselves and about others. It is through the process of socia lization 
process that people acquire the sets of attitudes. values. beliefs. feelings that 
support racism. (Adam, Bell & Griffin, 1997). 
Firstly. this is learned from parents. then this is reinforced by media, at 
schools by teachers. peers: and other institut ions with whieh people interact, for 
exampl e, religious institutions, judicial system and political system. The messages 
that peop le receive from families . surrounding culture and the institutions of 
society combine to create soc ial system based on the Rightness of Whiteness. the 
systematic oppression of People of Colour and the collusion by indi viduals in a 
cycle of racism. People receive these messages through words and sil ences, 
actions and inactions as a way to set standards for appropriate and inappropriate 
behaviour (Adam et ai, 1997). 
Stage 11 : Acceptance 
As people move to the acceptance stage, they learn to adopt an ideology or 
belief system about their own and other social identity groups. They learn that the 
world has rules. laws, institutions and authori ty figures that permit certain 
behaviours and prohibit others even if these do not make sense and violate other 
principles like freedom, equality. Acceptance represents some degree of 
internalization whether conscious or unconscious. 
People have accepted the messages about the nature of their group identity, the 
superi ority of agents and the inferiority of targets. This becomes inevitable as the 
learning is powerful, pervasive and consistence (Adam et ai, 1997). 
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Stage III ; Resistance 
There is an increased awareness of the existence of oppression and its 
impact on agents and targets. Agents reject earlier social posi tions and formulate a 
new world view. They are aware that oppression exists and causes disparity 
between agents and target groups. They redefine the problem and devise strategies 
to change it. They negotiate the conflict between their own values and societal 
definitions of appropriate behaviour for their group and move towards a new 
identity ( Adam et aI, 1997). 
Stage IV ; Redefinition 
The focus at this stage is on creating an identity that is independent of an 
oppressive system based on hierzrchical superiority and inferiority. They develop 
a positive definition of their social identity and identi fying aspects of their culture 
and group that are affirming are necessary parts at this stage. People, now, 
recognise that all groups have unique and different values that enrich human life 
but no culture or social group is better than the other (Adam et aI, 1997). 
Stage V ; Internalization 
The new social identity within one 's total identity is integrated and 
internalized. The identity that has been developed in the redefinition stage is 
incorporated into all aspects of everyday life. The concern is creation of a more 
equal future and application and integration of the new social identity into other 
facets of their overall identity. This behaviour becomes spontaneous at this stage. 
This theory is relevant in the nursing profess ion as the programs in nursing 
education could be redesigned to help the nurses to achieve the stages four and 
five (redefiniti on and internalization) to break the cycle of sociali zation. 
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2.3.3 Chrisman 's Theory 
This theory guides nurses in providing holistic congruent nursing 
care and the accompanying practice dimension culture - sensitive care. According 
to Chrisman ( 199 1), an expansionist perspective. the central focus of nursing is 
the client and then expands to all relevant aspects of the c1ien!"s contex!. This 
approach is advantageous as the culturally naive nurse is inhibited from 
stereotyping palients by expecting them to conform wi th generalizations learned 
about a particular culture. Expansionist approach. that is. culture - sensitive care 
incorporates cross cultural nursing activities into the nursing process, offering a 
familiar structure for practice. The socio - cultural assessment in expanded 
version of the nursing assessment that would be normally carried ou!. The nursing 
interventions include the follow ing :-
o the indi vidual as a bio - socio - cu ltural being. 
o the family or group within whi ch the individua l is encompassed, for example, 
ethnic. religious. neighbouring groups or variations in the family composition 
approach 
o community factors , for example, ethnic composi tion, social class 
distribution, geographic region and whether the community is urban or rural. 
o social and cultural factors, for example, values and beli efs, social ideology, 
social interaction styles. 
Chrisman (199 1) states the fundamentals of Cross Cultural Nursing Care as 
mentioned below. 
(.) Culture sensitive c.re 
The basic principles of cu lture sensitive care are :-
• Knowledge of the immediate cultural context of the client 
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• Mutual respect. a goal toward which the cross cultural nurse strive in 
interactions with the clients. By open valuing of sel r and client, the nurse can 
achieve this goal. 
• Negotiation which signifies the nurses willingness and ability to work actively 
with the patient ' s perspective . 
(b) Ethnocentrism versus Cultural relativism 
Ethnocentrism, a belief that ones own cultural beliefs and behaviors are the 
only correct ones and those of others are wrong shou ld be replaced by cultural 
relativism. an antidote to ethnocentrism. Cultural relat ivism promotes the view that 
all beliefs and behaviours must be evaluated first in their own cultural contexts. 
The expans ionist belief is that holistic care is not possible without a reduction in 
ethnocentrism because accurate assessment orthe patient and family perspective 
cannot be ensured. 
(c) lIIoess - Disease Distinction 
This distinction constraints the nurse to listen for both the signs and 
symptoms for her bio-medical assessment and to listen to cultural beliefs of 
illness for socio - cultural assessment. The expansionist view supports the 
premise that sickness can be defined in very different ways by different players in 
the health care system. These fundamentals of culture - sensitive care equips the 
nurse to be able to adjust their practice styles in a culture - sensiti ve direction. 
The nursing process provides structure regarding cross cultural nursing 
act ivities that should be followed in providing culture sensitive nursing care. 
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(a)Assessment 
(i) Assessment of Health seeking behaviour 
This is a research model that successfully provides conceptual structure to 
the socio cultural assessment. It focuses on the illness episode and show socio-
cultural factors that have influenced the course of the illness. It contains five 
interrelated elements : 
• system definition, which stimulates access to the cli ent 's illness perspective 
and show how cultural beliefs drawn from the community or ethnic 
subcultures are affected by the explanation and experience or sickness. 
• treatment action, directs attention to the hea li ng activities undertaken by the 
patient and helpers who have been used. 
• adherence. refers to the degree to which one's own or other's advise has 
been taken . 
• role sh ift relates to description of the everyday life alterat ions in the rights 
and ob ligations of role relationships. 
• lay consultation and referral. This data allow insight into the ways that 
family and friends have participated in the illness episode. 
(ii) Socio - cultural assessment 
The nurse begins with traditional physiological and psychological 
parameters listen ing for key cultural features of the episode. A socio - cultural 
assessment of three (3) interview segments each keyed to components of the health 
seeking process. 
• The explanatory model interview whereby the nurse seeks knowledge of the 
patient's illness, beliefs and is related to the health seeking components of 
symptom definition, treatment action and adherence. 
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• Then follows a question about the patient 's social network of family and 
friends who have been involved in the illness episode. These data relate to the 
lay consultation and referral component. 
• The patient is asked about her range of daily activities and obligations and 
these data are related to the role shi ft component. 
(b) Planning and Implementation 
After health seeking process and socio - cultural assessment. health 
promoting or sustaining actions by the nurse follow, The expanded assessment 
based on a reduction of ethnocentrism will undergrid a broader set of interventions 
than would otherwise be found. Expansionists suggest three (3) sets of guidelines 
that condition practice in cross cultural nursing and the nurse must work with and 
not on the patient. 
The first set of guidelines is drawn from the work of Leininger (1985, 1988) 
theory, and these are dominant modes to guide nursing decisions referred to as 
culture care preservation (maintenance), cultural care accommodation 
(negotiation), and cultural care restructuring (or repatterning). These are drawn 
from the cultural caring paradigm, but are easily adapted to the client focused 
approach proposed here. 
Another set of guidelines to culture - sensitive nursing practice is the 
process of negotiation which contain the following steps: 
• Listen carefully to the patient's perspective concerning the contrast in care. 
• Explain your perspective using terminology with wh ich you and the patient are 
comfortable. 
• Compare the two views emphasizing both the areas of agreement and 
disagreement. 
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• Arrive at a compromise that changes your position while encouraging the 
patient to do the same until a workablc and safc plan can be determined. This 
approach depends upon nurse - client mutual respect. 
The other practice suggestion is similar to Leininger' Cultural Care 
Preservation mode. lt is imponant here to include beliefs and treatment practices 
that are part of the patient's illness perspective. Peoples' health beliefs are nearly 
always integrated with other aspects of culture. so maintaining such beliefs 
continues cultural integration . The belief here is that as long as the treatment is not 
biomedically contra-indicated , promoting treatment that enjoys family and 
community support is critical. The aim is to conceptualize the clienrs beliefs and 
practices as a whole. a linkage to cultural fcatures of everyday life. but not to 
stereotypic view of an ethnic group. 
(c) Evaluation 
This is the final step inth. nursing process. In culture - sensitive care, the 
essential principle is to evaluate the outcomes of illness and disease. The nurse 
assesses the degree of success she or he has had in designing and implementing a 
plan of care. The culture sensitive approach is satisfying to a majority of nurses 
since the bond is strengthened between the two. Also as the client is culturally 
different, the nurse learns new and interesting ways to approach health and health 
care. These positive experiences are essential in promoting the growth of culture 
sensitive care and cross cultural nursing. This theory will guide nurses in providing 
nursing care in a meaningful way by treating the patient as a whole rather than 
looking at the patient's illness only. 
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Kavanagh & Kennedy. (in Hunt & Zurek. 1991) argue that the important 
elements for providing culturally competent care are sens itivity . knowledge, and 
skill. These three factors allow diversity and assist in preventing the social 
distancing that may occur and interfere with providing sk illful communication and 
planning. In nursing it is common for interaction to resu lt in decision making 
about health care practices. 
If a nurse is culturally blind. for example. imposing the majority view on another 
culture, the result may be client Loncompli ance, which can result in high risk 
behaviours. 
2.4 THE TERM 'CULTURAL SENSITIVITY' 
It is essential to explain thi s term as it is the core of the study. Cultural 
sensitivity is the response to a person(s) or situation that is considerate, 
compassionate. empathic, and sensible. When an indi vidual is cu lturally sensitive, 
he or she is willing to address a person with respect and without assumptions. 
Sensitivity involves adopting a personal willingness to explore and have an 
awareness of one' s own cultural beliefs. Also developing knowledge about the 
client's commun ity and general history as well as an appreciation of past 
oppression during this history. The nurses must also suspend judgement when 
working with a client whose health care beliefs are di fferent from theirs. Hunt & 
Zurek (1997) have provided some gu idelines that will ass ist nurses in developing 
cultural sensitivity. a major step towards cultural competent care as follows :-
• look cri tically and continually within and be aware of one's own beliefs and 
attitudes (self-awareness). 
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• learn culture-sensitive and inclusive language. Pay attention to trends and 
cultural preferences. 
• do not make assumptions. The only safe assumption one can make is that each 
person is unique. each is a human being. and that evel), person shares the human 
experiences of being born and dying. 
• listen care fully to your clients. Put yoursel I' in their shoes. Ask if unsure. 
• be informed and knowledgeable about the history of the population you work 
with; appreciate the oppression they have experienced by the dominant culture. To 
appreciate means 10 give credit. to respect another'S life struggles and their 
strength in coping. 
• develop these traits: patience. nexibility. openness to change and a sense of 
humour. 
2.5 CONCLUSION 
In this chapter the researcher strived 10 discuss important research that is 
revelant to the current study. The empirical and theoretica l literature have been 
dealt with, and also the terms that form the bas is orthe problem under study. From 
the li terature, a number of issues affecting the provision of cu ltura lly sensitive care 
have been identified. The data that have been reviewed substantiate the need to 
improve cultural sensitivity among nurses in order to provide cultural congruent 
nursmg care. 
40 
'I 
3.1 INTRODUCTION 
CHAPTER 3 
METHODOLOGY 
The purpose o f this study was 10 explorc the cx tent of cultural sensi tivity 
among nursing students in the four ycar Diploma at Addington hospital in Kwa 
Zulu ·Natal Prov ince. To do thi s, a mixed qualitat ive and qualitative approaches 
were used. This chapter gives an overview or mcthoclo]ogy which includes the 
research design, the sampl ing procedures and thc si ze. the study participants and 
criteria for inclusion in thc sample. the process of data collection and analysis. 
Ethical considerat ions and measures of ensuring trustworthiness are also 
addressed. 
3.2 METHOD USED 
Both qualitative and quantitati ve approaches were used in the study. 
Quantitative approach was relevant in this study. because the aim of the researcher 
was to describe the cultural differences that exist among nursing students and 
patients particularly with hcalth and health care (B urns. 1987). 
A qualitative approach was also used because the researcher was interested 
in determining the leve l of development of cultural sensitivity as perceived by the 
individuals. This approach is most useful for this study as it seeks to measure the 
depth of knowledge, perceptions, feclings, altitudcs and val ues. This approach has 
been selected because qualitative research occurs in natural settings where human 
behavior and events occur (Patton, 1990) . 
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The design used is holistic in that it involves inrerences, insights and 
creativity so that results emerge in tota l ity (MOI'se, 1 99~ ). The researcher 
attempted to understand the phenomenon in its broader and complex perspective: 
How sensitive are the nursing students or K wa Zulu - Natal province towards 
cultures of diverse ethnic groups? 
3.3 RESEARCH DESIGN 
Any study needs a plan for what data will be gath ered. how that data will be 
collected and analyzed and what comparisons lI'ill be made within it. Such a study 
plan is often called a research design (McGrath. 1984). 
An explorative and ethnographic design was used to achieve the main purpose of 
this research, Each aspect of the design is fu lly described below. 
3.3.1 Ethnography 
In ethnography, the researcher studies the group's views as perceived 
by the group (Leiningcr, 1985 ; Spradley, 1979). Ethnography (from 
anthropology) is in itselfa rescarch design dcvcloped to study human society and 
culture. Ethnography is a qualitative research method us ing naturalistic open 
discovery and largely derived cmic modes (I'rom the people's point of view) and 
processes with diverse strategies, techniques and enabling tools to document, 
describe, understand and interpret the people's meanings. experiences, symbols 
and other ski lled aspects bearing an actual or potential nursing phenomena 
(Leininger, 1991 , p.79), This study sought to explore cultural sensitivity as 
perceived by nursi ng students, Ethnography uses speci fic terms, for example, 
informants instead of subjects and enabler for tool or instrument. 
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3.3.2 Exploratory Design 
The purpose of an exploratory study is to obtain a ri cher familiarity with the 
phenomenon and to clari fy concepts as a basis fo r furth er research (Wilson, 1989). 
Also to explore a relati vely unknown research area (Morse. 1991 , p.283 ; Mouton 
& Marais. 1991. p.43). The aim of this study was to explore and describe the 
extent of cultural sensitivity among the nursing students. This design was aimed to 
gain insight into the perceptions of the nurs ing student s regardi ng cultural 
differences in Kwa l ulu - Natal Province. 
3.4 POPULA TlON 
A population is rererrcd to as all constituents or any clearly described group 
of people, events or obj ects who for research purposes. are designated as being the 
focus of an investigation (Drew, Hardman & Hart, 1996, p.254). According to 
Polit & Hungler (1991), population is the aggregation of cases that meet a 
designated criteria. The target population for this study were the nursing students 
doing the 4 year comprehensive Diploma according to the South African Nursing 
Counci l (S.A.N.C.) Regulation R425 as amended. Thi s regulation st ipulates the 
minimum requirements for education and training for the teaching of students in 
the program leading la registration as a Nurse (G eneral. Psychiatry and 
Community) and Midwife. The popu lation was obtai ned from Addington hospital 
in Kwa Zu lu - Nata l Province where there is greater number of groups from 
different cultural baCkgrounds. 
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3.5 SAMPLE AND SAMPLING 
A sample is a portion or subset of the units that compose the population 
(Polit & Hungler. 1991. p. 254). It consists of a selected group of units from a 
defined popUlation whereas sa mpling invol ves selecting a group of people with 
which to conduct a study (Brink . 1996. p.1 33 : Polit & Hungler, 1991 , p. 254). 
Quota sampling is the non-random sc lection of subjects in wh ich the researcher 
pre-specifies characteristics of the sample to increase representativeness. When 
using this type of sampl ing, the researcher. a priori, prcpares a sampling frame 
constructed with independent variables designed to ensure heterogeneity of the 
sample (Morse, 1991 ; rolit & Hungler. 1991). Quota sampling which uses a 
convenience sampling technique was lIsed with an additional feature, a strategy to 
ensure the inclusion of subject types that arc likely to be underrepresented in the 
convenience sample. Convenience sampling is one orthe non - probability 
sampling techniques and involves non-random sampling of subjects (Burns & 
Grove, 1993, p.243; Pol it & Hungler. 1991. p.255: Wilson. 1989. p. 260). 
The researcher identified strata, that is, levels of train ing and cultural 
groups of the population and determine the proportions of the elements needed 
from the various segments of the population. The proposed size orthe sample was 
twenty, five students from each level of training making a total number of twenty 
(20). Because orthe time and fin ancial constraints. the researcher could not get all 
the groups as she planned, only the second, third and fourth years were on block 
during the time of data collect ion. There were twelve (12) students who 
volunteered to participate in the study, two second year students , seven third years 
and three fourth year students. Though thi s seems to be a small size, in qualitative 
studies, the sma ller the s ize, the easier it is to analyze the data. The second reason 
for such a s ize is the availability of the informants in their diverse cultural groups. 
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A minimum of four elhni c groups were included in the study, for example, 
Whites, Zulu, Afrikaans, Indians (Burns & Grove, 1997 p. 304 ; Polit & Hungler, 
1991 , p.258). In research te rms it is not enough to talk abou t the sample, one 
should clearly specify the criteri" by means of which participants will quality to 
participate in the research. 
Criteria for inclusion in the sample 
both males and females wcre includcd since both males and females 
are involved in nursing culturally di verse patients 
work ing experience of at leasl three months in nursing patients, that is, 
they should have been exposed to the clinical s ituation. 
voluntary participation of subjects. Participants should volunteer 
instead of being selected to participate in this research. 
a minimum of four ethnic groups were included in the study. 
3.6 RESEARCH SETTING 
The researcher chose Addington College of Nurs ing in Durban. The reason 
for choosing this campus is lhat it is one of 1\\0 campuses in Kwa Zulu - Nata l 
province that offer the four year Diploma program leading to registration as a 
Nurse (General, Psychiatry, Community) and Midwife. T he Kwa Zulu - Natal 
province has been chosen because of the nature of heterogeneity. It has high 
numbers of heterogeneous students as well as heterogeneous patients. 
It is accessible compared with the other campus (R.K. Khan) because it is situated 
in the centre of Durban and. therefore. very convenient for the researcher. Both 
enablers were administered in the classroom during lunch time and tea time. 
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3.7 DATA COLLECTION TECHNIQUES 
Narrative statements and questionnaires were llsed in the study to collect 
data. The researcher used both enablers to balance the weaknesses of the other. 
3.7.1 Narrative Statements 
Narrative statements in the fO fm of scenarios were employed in order to 
explore the nursing student' level of cultural sensiti vi ty towards other cultures. 
In formants were asked to respond to given scenarios. Three scenarios were 
designed in such a way that the response would enab le the researcher to diagnose 
at which level of development of cul tu ra l sensiti, ity the student is. The informants 
were given a paper and a pen in order la write down their responses to the given 
scenarios. The scenarios were given by their lecturers during lunch time between 
13hOO and 13h1 5. These were based on the developmental stages of cultural 
sensitivity accord ing to Bennet! ( 1986) as shown if Annexure A. The informants 
wrote individually so that their responses are not innuenced by others and each 
responded from her or hi s point of view. The time allocated for responding to 
each scenario was fi ve minutes (5). The language th at was used was English. The 
researcher assumed that all students were capab le of speaki ng Engli sh s ince the 
medium of instruction at Addington Nursing College is Engl ish. 
Reasol1s for choosillg the narralive statemellts 
These were chosen to enable the students to describe how they could handle the 
situation given in the scenario. The three scenari os are described below :-
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Scenal'io t 
You are allocated for a whole year in a community clinic in Mpumalanga where 
most of the clients are Shangaans. and you become frustrated when they speak 
Shangaan in your presence. You feel excluded from the conversations and 
uncomfortable with your role in thc clinic. 
• What would you do? Justi fy your response. 
Scenario 2 
You are ass igned a pat ient in the Maternity Ward. and during the visi ting hours, 
the whole extended fami ly come and visit the patient at the same time. They 
believe that every member should come to give the moral support. The policy o f 
the hospital allows only two or three members at a time in order to prevent cross 
in fect ion especially to the newborn bab ies. When you approach the patient's 
visitors to explain the situation, they become angry with you and threaten to take 
their relat ive home wi th them. 
• How would you handle such a situation? 
Scenario 3 
You are working in a paediatric ward . Whenever you are conducting prayers in 
the unit, one child (pati ent) would kcep her eyes open. One day you heard one of 
your colleagues ta lking to this child, instructing the child to c lose her eyes when 
ta lking with the Almighty. After this. the nurse came and was labeling the child as 
"silly" and ·'disdainful '·. 
• What are your views regarding this situation? 
• How would you respond or react to th is situat ion? 
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3.7.2 Q uest ionn a ires 
The researcher chose the questionnaire for verilication and extension of 
illlortn<ltion obtai ned rrom nan'ati ve statements. The questionnaire was panl~ 
structured. consisting orthrce sections A. Band C and partly unstructured 
consist ing of one scct ion D. Section A consisted or dcmographic data detailing 
age. sex. marital status. residence by birth. ethnic group. language, Ie\ cl of 
training. pre vious training. Section B identified the nurses' s vie\\s about health 
and illness. The third section determined the nurses' cultu ral beliefs and attitudes 
to\\arcls pa tients. The last section. D. elicited information on terminology and 
aimed at assessing the nurses ' level of knowledge of cultural concepts. 
Re(tsoll!)' fiJ I' choosing 'h e qllestiollll(lire 
In addition to the narrative statements. 11 quest ionnaire was used. The researcher 
used both enablers in order to balance the \\ eaknesses of the other. The..: aclvanlage 
of usi ng unstructured questions is the abili ty orlhe inlonnant to deline the 
situat ion. encouraging him or her to structu re the account orthe situation and 
introduce to a considerable extent his or her notion of what he or she regards as 
relevant, instead of relyi ng upon the invest igator's notion or re levance. Thus, this 
type or Cl questionnaire is concerned wi th unique. idiosyncratic and the wholly 
indi\'idUClI \'iewpoin t (Lincoln & Guba. 1985. p.268). The informants \\ere given 
the qUl,;stionnaircs to fill in at the same lime by their lecturers during the tea break 
(15hOO - 15h30). The time al located rar fillin g or questionnai res was thirty (30) 
minute'S. 
Sectiull J\ of the questionnaire. that is, the demographic da ta is described below. 
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T he q ucs ti oll na ire d a ta 
I\ccord ing to questionnaire. data consisted of the following vmiablcs included in 
the stud). 
( 1) Ge nd er 
Most ort h~ partidpants \\cre females n-IO as illustratcd in the table belo\\. 
Table 3.1 : Tab le s howin g Ge nd e r dis t r ibutio n of info rmants 
Gende r Numbe r Pe r-et' llt °A, 
Males 2 16.7 
Females 10 8' , 0.0 
Total 12 100 
(ii ) Ma ril a l S lalus 
1\11 the informants (n-12) wcre single. 
(iii) Agc 
I la lr orlhe info rmanls (n-6) ranged from 25 1029 years. while fOllr (n-4) ranged 
between 20 and 24 and onc informant was between 30 and 34. and onc between 35 
and 39 years of age. 
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Figure 3.1 : Pie Diagram showing age groups that were participating in the 
study 
8% 
51"'. 
(iv) Etbnicity 
8% 
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020 ·24 
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035 -39 
Though the researcher aimed at getting a sample which consisted of more than five 
ellmic groups, there were four ethnic groups that were represented in the study. 
Figure 3.2 : Graph showing different etbnic groups tbat were represented. 
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(v) Language 
Six (n-6) infonnants were English speaking, five (n-5), were Zulu speaking and 
one (n-I) Afrikaans speaking. 
Figure 3.3 : Pie Diagram showing different languages 
Zulu 
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(vi) Religious background 
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Though there were few infonnants from other Christian denominations like 
Jehovah 's Witness (n-I), Anglican (n-I) and Assemblies of God (n-I), the 
majority of the participants belonged to Roman Catholic Church (n-7) followed by 
those who belonged to Hindu religion (n-2). 
Figure 3.4: Bar Graph showing different religious denominations 
I D RELIGION I 
Rom.Catholic Anglican Hindu other 
(vii) Residence by birth 
Most participants (n-9) were coming from the urban areas. Only three participants 
were from rural areas. 
Table 3.2 : Table showing residence by birth 
Residence by birth Frequency Percent % 
Urban 9 75 
Rural 3 25 
Total 12 100 
(viii) Level of Training 
From the total sample of 12, two participants were doing their second year of 
study, seven were doing 3rd year and three were doing their tinal year of study. 
52 
Figure 3.5: 3D Pie Grapb showing different levels of training 
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Only four participants (n-4) had previous training, two have had nursing 
experience as they were enrolled staff nurses (n-2), one had an experience of 
sociology and psychology (n-I) and the other one (n-I) was computer literate. 
Figure 3.6 : Bar Diagram showing previous training of informants 
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3.8 QUESTIONNAIRE DATA 
In qualitative research . data analysis occurs si multaneously with data 
collection and continues until the results of the study are communicated. 
Qualitative analys is is non - numerical and it is the interpretation of data in order to 
discover pallcrns. themes. forms and interview transcripts. field notes. diaries, 
documcnts and other text (Wilson. 1989. p.454). The researcher in her study was 
guided by Tesch' s method of contenl analysis presented in eight stcps (Cresswell . 
1994. p.155) when analysing the scenarios as fo ll ows :-
I . gett ing a sense of whole by reading through a ll the responses time and 
again and jotting down some ideas as they come to mind. 
2. going through each responsc and thinking about the underlying meanings 
and joning down thoughts in the margin . 
3. making a lisl of all topics Ihat emerge. clusterillg together s imi lar topics 
and fin ally arranging them as major topics, unique topics and leftovers. 
4. assigning codes to the topi cs by abbreviating them. then comparing the 
list of topics with appropriate segments of the lext, and writ ing thc codes 
nexl to the re levant segment. Then seeing if no new calegories and codes 
emerge. 
5. grouping or related topics to reduce the 100a lli st, then ass ign Ihe mosl 
descriptive wording to the topics. 
6. making a final decision on the abbreviat ion to each category and 
alphabetizi ng these codes. 
7. asscmbling data material belonging to each catcgory in one place and 
doing preliminary analysis. 
8. recording of existing data . 
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Data was analysed by two coders independent of each other. The first was myselr 
as a researcher and the other one an expert in qualitati ve research and possesses a 
Doctoral Degree in nursing. The researcher used the Statistical Ana lysis System 
(SAS) computer programme (SAS/STA T User Guide, 1990) to analyse data 
obtained by means or a questionnaire. Descriptive statistics that includes 
percentages. tables and graphs was utili sed to organise and summarise the data. 
3.9 ETHICAL CONSIDERATIONS 
Ethics aim at protecting the rights of human subjects whilst ensuring 
scienti fic research . Appropriate steps were followed to ensure that the rights nfthe 
research informants are not violated in any way and to adhere to the ethics orthe 
research (Wilson. 1989. p.69). 
3.9.1 Permission 
Permission to conduct the study was obtained from the Department of 
Health for Kwa Zulu - Natal province and the principal of Addington Campus. For 
letters of pennission (sec Annexures E and F respecti vely). Furthermore. the 
researcher obtained permission from the participants before collecting the data. 
(See Annexure I). 
3.9.2 Informed consent 
Second ly, informed consent was obtained from the informants. Leedy 
( 1997) ci tes the consideration of fairness. honesty . openness of intent, diselosure 
of methods. the ends for which the research is executed and respect for the 
integrity of the indi vidual. 
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The researcher held thc value of honesty and openness during the research so that 
participants wou ld feel relaxed and unthreatened by the presence of the researcher. 
Informants were given fu ll information about the purpose of the study. They were 
Inlormed that parl icipation was voluntary and that they had the right to withdraw 
or terminate their parlicipation if they so wish. They had the right to refuse to give 
information or ask for clarification about any aspect pertaining the study. 
3.9.3 Anonymity alld confidentiality 
Participants were assured of anonymity in that their identity during and after 
the study would not be rcvealed. No names had been linked to the data collected. 
instead the letters of the alphabet were used. Confidentiality was maintained by 
not sharing information v/ilh anyone other than those involved in the study. 
During the cou rse of the study all the material that were used to co llect data had 
been kept at a secret place. and were des troyed after completion of the study. 
3.10 ACADEMIC RIGOR 
According to Brink ( 1993) the very nature of qualitative research does not 
lend to statistical or empirical ca lculation of validity. The researcher seeks 
basically the same end results which are better suited to a human subject matter. 
Gubas model for trustworthiness was utili zed to ensure the va lidi ty and reliability 
of this study (L incon and Guba, 1985. p. 290), Aspects that were relevant to ensure 
trustworthiness arc discussed below :-
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3.10.1 Truth value 
Truth value asks whether the researchcr has estab lished confidence in the 
truth of the findin gs for the subjccts and the context in which the research is 
undertaken. Truth value is ensured by the strategy of credibility (Krefling. 1990. 
p.2 14). The researchcr tried to maintain truthfulness of the findin gs by focu sing 
on the lived expcriences of students. The researcher used two methods of data 
collecti on in order to va lidate or confirm one's own resu lts or conc lusions. 
Member checking was done to make sure that data were presented and interpreted 
according to meanings and in the context of respondents. The researcher discussed 
the study continua lly \vith a colleague who is an expert in research to val idate data 
gathered. 
3.10.2 Applicability 
App licability refers to the degree to which the findings can be applied to 
other contexts and settings or with other groups. It is the ability to generalize from 
the findings to larger populations. Since qualitative studies do not necessarily seek 
to generalize. app licabi lity in qualitative research refers to whether it is fitting or 
transferable (Kreft ing, 1990, p.216). However, the researcher s aim was not to 
focus on the similari ties that can be developed into generalizations, but to detail 
the many specifics that give the context its unique flavor (Lincoln & Guba, 1985). 
The researcher hopes that the questionnaire and the scenarios that was constructed 
for the subj ects could be used in other settings. 
3.10.3 Neutrality 
Guba (in Kre fling 1991. p.216) asserts that neutrality refers IQ the degree IQ 
which the findings are a function so lely of the informants and conditions of the 
research and not of other biases. motivations and perspectives. The researcher 
tried IQ be grounded as much as possible during the study by analyzing the data 
using direct quotes from the informallls. so that data wou ld not be presented as the 
researcher" s own opinion and to control the research bias. By llsing a second tool 
(questionnaire). the researcher was able to verify with the subjects or confirm if 
what she had documcnted was rea lly what the subjects meanl. 
3.10.4 Triangulatiou 
T riangulat ion of methods involves using a variety or data collection 
techniques which have been selected bccausc each taps a different aspect or 
dimension of the problem being studied. Triangulation can be something other 
than scaling, reliabi lity and convergelll validation. It can capture a more complete. 
ho listic and portraya l of the units under study (Morse, 1991 , p. 234). Besides the 
completeness. it enhances the qua li ty, as well as the credibility of the study 
(Krefting , 199 1. p.229). 
In the sample of the nursing studellls populat ion. students were from 
di fferent levels of training, for example, 2nd , 3rd and 4th year students because the 
researcher believes that student 's level of cultural sensitivity thus developed might 
vary according IQ each level. The researcher used two data collection methods that 
is, scenarios and questionnaires to collect data. Informants \A/ere given an 
opportunity IQ describe their experiences by responding to given scenarios. Also 
the quest ionnaire was given to va lidate or confirm ones' own results. 
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3.11 LlM ITA TIONS 
This research was conducted in one campus only. therefore, the 
results are contextualised within the campus where work was conducted. The 
other limitation is that the study or research that was conducted focused on onc 
single nursing program. Thus the results are not generalisablc to students 
following other nursing programs. Lastly. the researcher had plan ned to include 
all levels in the training of the four year Diploma from first to fourth year of study. 
Because of thc timc and financial constraints. the researcher could not get all the 
groups. only the second. third and fourth years who were on hlock during the time 
o f data gathering were included in the study. 
3.12 CONCLUSION 
This chapter dealt with the research methodology and the limitations of the 
study. The next chapter deals with the research findings, conclusions and 
recommendations. 
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CHAPTER 4 
DATA ANALYSIS AND FINDINGS 
4.1 FINDINGS 
The purpose of this study was to explore the extent of cu ltural sensitivity 
among nursing students in the fOllr year Diploma at Addington hospital in K wa 
Zulu - Nata l Province. From the responses to the three scenarios, the following 
themes emerged: 
4.1.1 ABILITY OF NURSES TO OVERCOME COMMUNICATION 
BARRIERS. 
Scenario I read : 
You are allocated for a whole year in a community clinic in Mpumalanga where 
most of the clients are Shangaans, and you become frustrated when they speak 
Shangaan in your presence. You fee l excluded from the conversations and 
uncomfortable with your role in the clinic. 
• What would you do? Justi fy your response. 
From this scenario, the informants suggested that in order to e rffectively provide 
nursing care to patients from diverse cultures, there is a need for all nurses to 
overcomc commun ication barriers. Specific strategies suggested included learning 
the language, finding an interpreter. using non-verbal cues to facilitate 
cOllllllunication, using a common language and transfer to another clinic. 
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Firs tly. in the new South Africa which allows for easy immigration and 
emigration. learn ing la work with people of varied cultures is essential. According 
to SI. Clair & McKcllry ( 1999) traveling to other countries to experi ence the daily 
li rc or other people can be beneficial in increasing individual's cultural awareness 
and possibly move the ind ividual towards achi eving cultural sensiti vity. 
Responses from the informants indicated that learning the main language of 
patients would be ideal to attempt to communicate with the community. For 
exampl e, the la llowing responses emerged : 
.. I am willing 10 lea/'/1 Iheir language iflhey could leach me" 
( Informant A. B & G) 
.. I will affempt /0 learn the language so as to be able (0 communicate wilh 
them in their mother tongue" (Informant C ) 
.. I \Vould fl y to learn the language as I would then be able la communicate 
with them in 'heir Own language" (Informant D & F) 
According to Bennet!' s stages of development of cultural sensitivity, the individual 
progresses from ethnocentrism to increased cultural scnsiti vity following six stages 
as outlined in Annexure A. As highlighted by Bennett ( 1986). there are very few 
indi viduals that reach the last two final stages that is, adaptation and integration. 
Even though almost all the students indicated the need 10 learn the language, the 
extent to whi ch the language will be learnt has been explained. This has lead to 
two sub - categories. 
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The first is to learn a few words. Responses from some in formants have not 
reached Ihe fin al slage "inlcgralion" as Ihey can learn Ihe language 10 a certain 
exten\. There fore. Ihey only accepllhallhey need 10 learn (slage 4). 
Communicalion for sublle affecl and s ignals for key relat ionships guideposls such 
as respect. defense or attention arc subject to a wide range of cultural expression. 
Therefore interpretat ion process must convey not only words but also in formation 
to establish relationships among nurse. patient and interpreter (Ewall. Freeman. 
Sluarl & Pooler). The examples of responses are highlighled below: 
" ... if they could teach lI1e phrases 1I10st ojien used" (In formanl B. G & I-I) 
.. I would ask him or her 10 help me learn simple words or phrases Ihal are 
useful in medical understanding" (Informant E) 
..... bUl la learn simple senlences like ;Good morning', 'How are you? " (0 
maintain a simple cOl1versOlion" (Informant L) 
The second is 10 make efforts 10 learn the language. This is one of lhe qualilies o f 
individuals who become successful in their inlcrcultural interactions (Brislin, 
1993. p. 2 10). Some informants expressed Ihe view thallhey could devise means 
to learn the language. This shows Ihal Ihey have moved to a higher level of 
cultural sensitivity than those informants who would just learn few word s, that is, 
adaptation stage (Bennw. 1998). Adaptalion is Ihe ability to change or adapllo 
another culture. One informanl indicated Ihallhe aim is 10 become parI of the 
clinic and avoid being uncomfortable. The abili ty to move comfortably across 
cullures reflecls Ihe highesllevel according 10 Ihe slages of Bennen 's level of 
cuhural sensitivity, that is. integration. 
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The person is not only sensitive to many cultures but is always in the process of 
becom ing a part of a g ivcn cuhural contcxt (Bcnnett, 1998). Integration is 
believed to occur very rarely as individuals move comfortably among cultures 
while rccognizi ng vari ations in cu ltura l practices (Cook fa ir, 1996,47). Thc 
informants in this study indicated the need for this in their responses. For 
example . 
..... and become parI of a member of the clinic and avoid being 
uncom/orlable" (In formant A) 
.. I will participate in conversations 10 fi1cilita le my learning of the 
language' (In fo rmant C & D) 
" I would also aI/end a course /01' Shangaan lessons' (In fo rm ant I) 
" I can even organize someone 10 leach lIIe Ihe language" (Informant K) 
Second ly, the respondents suggested that one way of overcom ing 
communi cati on barriers is to find an in te rpreter. According to Hunt & Zurek 
( 1997) though the use of interpreters is one way to bridge language barriers, 
interpreters have the power to relay all or only part o f the informati on and may put 
their own biases or perspectives into the interpretation of in formation. Therefore, 
it is not always appropriate to use an interpreter. It is important for the nurse to 
know the interpreter is competent. Roles should be clari fied and materials and 
si tuations reviewed before each session. 
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Chectham & Rzadkowolski (cited in Shezi & Uys. 1997) contends that when 
translators interpret they often say that the patient is talking nonsense not 
understanding that it may be that very nonsense which may shed the light to a 
correct diagnosis. However. agencies who used interpreters for non - English 
speaking clients demonstrated success (Kline. Acosta & Johnson. 1980). although 
in contrast to the client's high satisfacti on ratings. the workers reported feeling 
ineffective and concerned that they did not accurately convey an understanding of 
the clients and that clients wou ld not return for future services. 
Statements to find an interpreter were mentioned as one orthe alternatives 
10 the prob lem of inabilily to comlllun icate with the Shangaan commun ity . 
.. I would ask/m" an interpreter, that is, one of the members or employees 
.F01ll Ihe clinic" (Informant A & G) 
"!will lIy 10 gel an inlerpreler 10 Iranslale if I alll having difficulty wilh Ihe 
language" (Informant F & G) 
.• I would ask 10/' someone 10 inlerprel especially IVhere importanl 
inlormalion is given 10 palielllS" (Informant I) 
A third strategy of overcoming communication barriers is lo lIse non -
verbal cues to facililate communi cation. However, on ly one informant highlighted 
Ihat dirrerenttypes of gestures and non-verbal communication can be established 
to facilitate comm un ical ion. Body language despite Ihe popu lar belief in its 
universa lity, may in fact convey qu ile different meanings in various cui lures and 
thus contribute to confusion in the interpretation process. 
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.. DifJerel1f types of gestures and non-verbal communication can be 
established to facilita te easy communication. Posters made of different 
languages should be displayed to gain co-operation " (Informant F) 
A fourth strategy is to lIse a common language. A few responses indicated 
negative att itudes showing some res istance to change as there is lack of cultural 
Oexibility. Cultural flexibility in volves changes in onc's behaviour to meet the 
demands of s illlations fo und in other cultures (Brislin. 1993). These responses 
also indicated the use of English. a common language. would be a solut ion to this 
problem of breakdown in cOIl"llTIunicatioll . 
Ewalt. Freeman. Kirk & Poole ( 1996) contends that even when English is 
the native language of both the worker and the client there may be subtle or clear 
confusion due to regional orig ins, age or racial differences. The examples of 
responses given by the informants were stated as follows: 
" BUI if they are talking with me we must speak the common language thal 
lVe both unders/(uui" (Informant G) 
.ask them to explain IVhatthey are speaking aboUl in English " 
(lnfonnant H). 
"1 would ask them also lOllY and communicate in English" (Informant J) 
A fi fth strategy suggested by the informants involved transferrin g to 
another c linic by nurses who can ' t speak the local language. 
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Transfer to another clinic could be an option. although this could show some 
ri gid ity on the part on the people involved in such a situation. These statements 
can have adverse inOucnce on the patients thereby inhibiting the helping intent of 
interaction (Hein, 1980) . 
.. if all fails, a request 10 Iransfer 10 another clinic where a language Ihal/ 
can speak is spoken " ( Informant D) 
.. ... if /here is 110 progress should ask my community sister 10 relocate me 
/0 011 area convenient/m' me" (Informant H) 
Table 4.1. 
-' .1.1 AHILlTY OF NU RSI::S TO OVERCO~ I [ COl\Ii\IUNICATION HARRIERS 
( I) Learn the language 
Learn few words 
Effort to learn the language 
(ii) Find an interpreter 
(iii) Non - verbal cues can facilitate communication 
(iv) Use of a common language (English) 
(v) Transfer to another clinic 
66 
4.1.2 ACCOMMODATING AND TOLERATING DIVERSE 
CULTU RES WHEN RENDERING PATIENT CARE. 
Scenario 2 rcad as fo llows : 
You are assigned a patient in a Maternity \vard. and during the visiting hours, the 
whole family wou ld come and visit the patient at the same time . They believe that 
every mcmber of the fam ily should come to give the moral support. The policy of 
the hospital allows only two or three members at a time in order to prevent cross 
infcction cspec ially to the newborn babies. When you approach the patien!"s 
visi tors to explain the situat ion, they become angry and threaten to take their 
relati ves home with them. 
• Ilow wou ld you handle this situation? 
In response to this. the informants indicated a recogniti on of the need to 
accommodate and tolerate diverse cultures. Strategies to achieve thi s inc luded 
allowing relatives to come in groups, allowing patients to sec relatives in the 
visiting or waiting rOOI11. explanation of reasons or consequences of limiting 
visitors. adhering to hospi tal rules or policies and advising the relatives to see the 
baby at home after discharge. 
Chrisman ( 1986) states that negotiat ion is one of the bas ic principles of 
cuiture sensitive care. Negotiation signifies the wi llingness and ability to work 
acti vely with the patients perspecti ves. Negotiation involves three (3) steps 
o Listen carefully to the patient' s perspective concerning the contrast in care. 
o Expl ain your perspecti ve us ing terminol ogy with wh ich you (nurse) and the 
pat ient are comfortab le. 
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o Compare the two views emphasizing both the areas of agreement and 
disagreement. 
o Arrive at a compromise that changes your position wh ile encouraging the 
patient to do the same until a workable and sa fe plan can be determined. This 
approach depends upon nurse - client mutual respect. 
According 10 Leiningcr (1998) cultural care accommodat ion or negotiat ion 
refers to those assert ive. support ing or enabli ng professional acti ons and dec isions 
that help clients of a particular culture to adapt to Or negotiate for a beneficial Or 
satisfying hea lth status. The first three categories form the basis of negotiat ion 
which is a set of guidelines to culture - sensiti ve care. 
The first category involved. allowing relatives to come into patient's ward 
in groups. Some informants expressed the view that they would reach a 
comprom ise. Wh il e they wou ld adhere to the policy of the hospita l, they would 
allow patients to come in groups of two or three. The fo llowing examples 
illustrate: 
.. if/here is more than three visitors, there is a visitor's lounge in which 
they can sit and each can have a chance a/viSiting three at Cl time while 
Ihe olhers wail " (In formant B, C, F, G & J). 
" Ask her (paliem) 10 requesl ji-Oll/ Ihe fam ily Ihallhey only come in 2 01 a 
time. TIY to reach a compromise - all the relatives may come 10 hospital 
blll only 2 al a lime should be allowed enlrancefor 5 - 10 minules 01 0 
lime" (In formant D). 
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" They should alternate three members 01 a time and eventually evelyone 
can give their support 15 - 20 mill. apart. " (Informant H) 
The second category invo lved. allowing the patient 10 see relatives in the 
visiting or waiting room and only one response chose thi s option . 
.. Iflhe entire/amily wish to see the patient then I would advise Ihe patien! 
10 sit with the relatives in the visiting or waiting area away fi"om the other 
patiems" (Informant L) 
The third category involved explaining the reasons for limiting visitors. 
An attempt to negotiate has been shown by most responses. This include 
explaining to the patients or relatives the reasons or the consequences for not 
allowing only few numbers to visit the patient. Some informants stated that they 
would tell them the reason but did not mention them, while other informants 
explained the reasons. The fo llowing were some of the strategies suggested: 
.. Explain importance of patient and baby staying in hospilal and that Ihis 
is not for your benefil but fOl' the benefil of the patiel1l and her baby. 
Explain the dangers, complicalions of actions etc. to the patient and Iry 
make her undersland importance of compliance" ( In formant D) 
... ., I would also explain 10 her aboul the imporlance o/remaining in 
hospital wilh baby unli/ Ihey are discharged by their duty doclor. IlVou/d 
also explain ab01ll cross infeclion 10 newborn babies and tell the 
relatives that baby could pick up sOlllelhingfrom Ihem and get sick" 
(Informant A, J & H) 
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"} would explain lhal newborns are prone la infection because they are still 
young and immunily is low " ( Informant B & C) 
The fourth category involved adhering to hospital ru les or polic)' . Thi s 
group of responses from some in rormants demonstrated lack of cultural sensiti vity 
when they put into cons ideration only the rules and policies orlhe hospitaL To 
illustrate some orlhe responses slaled : 
They mUSI Ily and lIndersland hospilal policy and Ihe Irealmenl 0/ 
patients in equality, / would stress Ihe imparlance o/palient 's need/DI' 
medical care and compliance" (Informant E) 
" / will be assertive bw not aggressive [0 calm Ihem down and 10 see Ihal/ 
CIIII only being/air" (Informant A) 
.. I would explainlhe reasons/or restricting visilors and / would give 
wrillen pamphlels/or Ihem 10 read" (Informant I) 
"1 will sel limils. 1 will lell Ihell1 il is 110l for Ihemlo decide iflhe pG/iem 
can slay in hospilOl or nOI Ihe palienl can decide. 1 will lell Ihell1 hospilal 
has rules ol7ly 10 prolecl paliems nOI 10 relalives ' (Informant K) 
The fifth category involved advis ing the famil y to wa it to see the baby at 
home after discharge. A few informants felt that the relatives could wait and 
provide support at home after discharge. Their responses were: 
or olher relalives Ihey can visillhe child 01 home more especially Ihe 
eXlended/amily" (Informant G) 
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.. Also make them aware that the mother will return home with the baby 
and then they will have enough time to visit" (Informant J) 
Table 4.2 
4.1.2 ,\ CCOMMODATING ANI) TOLEHATING DIVEnSE CULTURES WHEN RENDERING CA RE 
( I) Allow relatives 10 come in groups 
(ii) Allow palicll! 10 sec relatives in Ihe visiling or waiting room 
(i ii) Explmuuion of reasons or consequences of limiling visitors 
(iv) Adhere 10 hospilal rules or policies 
(v) Ad vise 10 see bab) a! home after di::.chul'!)t: 
The responses to this scenario revealed differences in how the informants perceive 
hea lth and health care practi ccs. For instance, category I was chosen most ly by 
Indians and few A fricans. while categories 4 and 5 were chosen by Whites and 
Africans. According to their demographic data the informants that demonstrated 
some nexib ility in accommodating the patients also chose the holistic health belief 
system . The responses to this scenario provide evidence that cultural pract ices can 
create discrepancies between the patients and nurses' concept of what constitute 
good health practice. While nurses believe in adhering to hospital rules this can 
result in lack of effective care and abandonment o f the system by the patients. 
Midd le ground is achicved when the nurse practices sensi tivity. obtains knowledge 
and practice skillful impl ementat ion of cu lturally sensiti ve care (Hunt & Zurek, 
1997, p.95). 
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4.2.3 ATTITUDES OF NURSES TOWARDS PATIENTS OF 
DIVERSE CULTURES 
Scenario 3 read : 
You arc working in a pedialric ward. Whenever you are conducting prayers in the 
uni l. one child (patient) would keep her eyes open. Onc day you heard one of your 
colleagues talking 10 this child. instructing the child to close her eyes whcn talking 
with the Almighty. Aner this. the nurse came and was labeling the child as "silly"' 
and ··disda inful". 
• What are your views regarding this situation and why? 
• How would you respond or rcactLO this situation? 
Responses to thi s suggest that the nurses' altitudes towards patients of 
diverse cultures are important elements of providing adequate care 10 all patients. 
Strategies they suggested include rejection of ethnocentri c altitudes, recognition of 
cu ltural di ffere nees, respect of other cultures. collect ion of more data. 
interpretations of child's behaviour. 
Firstly. the responses 10 this scenario indicated strong sympathy with the chi ld and 
rejection of the nurses' ethnocentric response. The fo llowing responses illustrate: 
.. I would 1'101 be judgmental and ridicule her {Ihe chilcO. Talk 10 Ihe nurse 
who refers 10 Ihe child as "silly" and explain 10 Ihe nurse Ihal il is a 
child who l17ighlnol undersland Ihal what is being done is nOI correCI 
according 10 dicta/ions of society. Ask the nurse 10 have an open mind 
and nOllO labellhe child or show any prej udice aClions lowards Ihe 
child" (informant D) 
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.. I would speak 10 the nurse not to label the child as "silly" as this is being 
j udgmental"" (Informant E) 
.. We must nOlforce our religion. beliefi and values onto others. I would 
approach the l1urse and lell her that is not ethical to label patients or to 
fo rce our religion. beliefs lInd values OlltO others" (Informant J & L) 
"The nurse is el/711ocenlric because she tMnks (ha! because she is Cl 
Christian evelyone must be a Christian. So I will remind my colleague 
that it is not for her to decide if the child is silly or not" (Informant K) 
'n,e second strategy suggested involved recognition of cultural differences. 
Informants expressed the view that the ehild's behaviour may have been due to 
differences in religious beliefs. Some even expressed the view that the child may 
not be a Christian . For example. the following three examples illustrate: 
.. The child may not even be a Christian" (Informant C) 
.. I believe that evelJI person has a right to freedom of religion or believe 
what they \\Iant e.g. atheists, agnostics elc. " (Informant E) 
.. Each child has his different ways of praying " (Informant F) 
.. I feel that may be this child was not socialized into prayers and may come 
from a different cullUral background where they do not pray or have 
different religiOUS practices " (Informant H) 
However, onc informant wrote .. children are Cod's children ". 
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According to Bcnnet! ( 1986) this assumption rails in stage three, that is. 
minimization and is referred to as .. transcendent universal ism" Here cultural 
differences are recognized and tolerared to some degree. Transcendent 
universa lislll suggest that all human beings, whether they know it or not arc the 
products of some transcendent. principle, Jaw or imperative. for example, all 
people are crcati ons of a particular entity or force. 
A third strategy suggested is to respect other cu ltures. The majority or 
in formants expressed the view that even though there are some differences in 
cultures, they respect other people's cuitures. Chrisman ( 1986), mutual respect is a 
goal toward which the cross cultural nurse stri ve in interactions with the clients. 
By open va luing orselrand c lient. the nurse can achicve this goal. 
Respecting other person' s views. op ini on. cuiture. Bennet! ( 1986). determ ines that 
the individual has reached stage 4 (acceptance) level o r cultural sensiti vity. The 
fo llowing responses illustrate : 
.. I would respecllhe child's view and honor il by aI/owing her 10 canyon 
doing so" (I nformant B) 
.. The child has a righllo be respecled" (Informant E. G & J) 
" I would lel/ her Ihe imparlance of respecling olher people's beliefs" 
(Informant I) 
A fourth strategy is to collect more data regard ing the patient' s behaviour. 
According to Chrisman 's ' theory, the nurse should do socio - cultural assessment. 
A socio - cultural assessment consist o f three interview segments each keyed to 
components of the health seeking process. 
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o The explanatory model which seek knowledge of the patient's illness, beliefs 
v,Ihcn is relating to the hea lth seek ing components orsystcm's defin itions, 
treatment action and adherence. 
o Then follows a question about the patient's social network of family and 
friends who have been involved in the illness episode. These data relate to the 
lay consultation and referral component. 
o The patient is asked about her or his range of da ily activities and obligations 
and these da ta are related to the role shift component. 
The following responses to the scenario illustrate: 
.. I would lake Ihe child aside and ask queslions. Ensure Ihallhe child is 
used to me and trust me and encourage her 10 talk " (Informant A) 
"She should have wailed andjind oUlFo", Ihe child Ihe reason why Ihe 
child open eyes during prayer " (Informant G) 
.. I would invesligale why Ihe child refi,ses 10 close her eyes during prayer. 
lVouldjind oul whalJailh she belongs 10 in order 10 meel her needs. I 
would alsojind oU/whal pallern of prayer shefollows. if al all any" 
(Informant L) 
Other than differences in cultural backgrounds, the in fo rmants felt that there 
might be other reasons that contribute to the chi ld' s behavior. Therefore, from thi s 
category, sub - categories emerged. 
First, the chi ld could have a short attention span: 
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" This is a chUd who af {he besf a/limes could have a low alfenfian span" 
( Informalll D) 
" The child could also have a shorl allention span" (Informant 1-1) 
Secondly. the child's behaviour could resull from lack of knowledge : 
.. Maybe is unfamiliar 10 Ihe child as Of home. prayers are conducted 
differemly and Ihe whole procedure is slrange 10 Ihe child and is Irying 
10 see whal is going on around fter" (Informant D) 
"1 feel 11701 maybe Ifte cftild IVas nOI socialized inlo prayers" 
( Informant B. E & H.) 
.. We as nurses should accepl Ihal maybe Ihe child (patienl) does nol 
undersland Ihe concepl of Cod and prayer and we should nollabel him or 
her due 10 tftis" (Informant J) 
Table 4.3 
4,1.3 AlT ITUDES OF NU llSES TOWARDS PATIENTS OF DIVEllSE CU LTURES 
(I) Rejection of ethnocentric altitudes 
(ii) Recognition of cuhural differences 
(iii) Respect other cultures 
(iv) Collect more data 
(v) Interpretations of child 's behavior 
- ShQn allent ion span 
- Lack of knowledge or understanding 
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4.2 ANALYSIS OF QUESTIONNAIRE DATA 
The researcher chose to use a questionnaire in order to determine fac ts 
about subjec!" s beliefs. attitudes. opinions and level of knowledge. The 
questionnaire consisted of four sections. The first section dealt with the 
demographic data detailing sex. age. marital status. residence by birth, ethnic 
group. language. level of training, previous training as shown in chapter 3. The 
second section identified the nurses ' views about health and illness. The third 
section determined the nurses' cultural beliefs. The last section consisted o f 
terminology and aimed at assessing the nurses' level of knowledge of cuitural 
concepts. 
4.2.1 INFORMANT'S VIEWS ABOUT HEALTH AND ILLNESS 
A little more than half(n-7) of the responses regarding their health belief 
system showed that informants believe in holistic approach whereas (n-5) believed 
in scientific approach. Illness according to the majority of the informants (n-8) is 
due to multiple environment interaction. while three (n-3) indicated that illness is 
due to a breakdown in the human machine and one informant was uncertain about 
the cause of illness (n- I). 
4.2.2 INFORMANT'S CULTURAL BELIEFS 
This section used 5 point Likert scale wh ich reOected the informant ' s 
responses from strongly agree to strongly disagree. Scores ranged from I - 5 and 
indicated the extent to which nurses are culturally sensitive by exp loring their 
beliefs and att itudes about nursing patients from different cultural baCkgrounds. 
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InformanlS answered each item by choosing one out of 5 alternatives, a formal 
proposed by Likert (1932) as part of hi s attitude sca ling method . The five 
al ternatives were: - I) strongly agree, 2) agree, 3) uncertain, 4) disagree and 5) 
strongly disagree. Twelve statements were provided in which the infonnant were 
asked to respond to. 
=> Statement I 
"In nursing, it is not worthwhile to focus on one 's own cultural values and social 
170rms because only the client mallers" 
Results: 
More than half (n-7) the number of the responses did not agree wi th the 
statements. n-4 strongly disagreed and n-3 disagreed. 
This means that there is quite a number of responses that did not support th is 
statement because focusing on onc's own cultural values and social norms instcad 
of those of the patient would contribute to the nurse imposing these onto the 
patient (cultural imposi tion). 
=> Statement 2 
''Being of diverse culture in our SOCiety takes strength. I am aware o/my own bias 
and prejudice and that I need to work on my understanding and allitude ". 
Results 
Most responses were sUPPol1ed with n-4 strongly agreeing and n-6 agreeing 
statements. 
=> Statement 3 
·"Treating people differently because of religious, ethnic, clIltural or other 
characteristics implies prejudice and discrimination ". 
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Results 
Responses did not support this statement. Patients have the right to be treated as 
unique human beings and treating all patients equally would imply treating some 
poorly (Trosk ie, 1998). Thc rights of patients to be treated as unique beings are 
often hampered by a commonly accepted belief in medicine and nurs ing that 
patients should be treated equally. Even teachers by treat ing pupils all the same 
and by ignoring cu ltural and racia l cli ffercnce s, teachers run the ri sk of 
perpetuating ethnocentrism, prejud ices and stereotypes in the education (Leimmer 
& Squelch. 1993). Most of the informants (n- 8) agreed strongly and one agreed. 
=> Statement 4 
" Minorities must adapllo (he dominal11 cullure 's institution rather than the 
institution adapting 10 'he needs of the minority group or individuals ", 
Results 
Most responses were support ing this statement as the majority disagreed strongly 
(n-7) and n-3 agreed. Very few informants (n-3) showed a bit of resistance to 
change or lack of cul tural flexibili ty. 
Lemmer & Squelch (1993) refers to this as the assimilation theory whereby a 
monocultural policy in terms of which minority groups are absorbed into the 
mainstream of the dominant cu lture. Peop le are expected to adopt the language, 
values and cultural modes of the dominant group. During the apartheid era, in 
1950s, the pal icy of assi milation prevailed despite the cul tural diverse nature of 
societies due to racism (Le Roux. 1997). 
=> Statement 5 
" One can ;sense' another cufJure 's needs without having 10 learn aboUl its social 
organization and social processes " 
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Results 
Six informants showed support ing responses lo\,vards this statement. Only onc 
who agreed strongly. three agreed. one di sagreed strongly. and fi ve disagreed. and 
two were uncertain . 
One has to adapt and learn another persons' cu lture. rather than "sensing" or 
assuming. 
=> Statement 6 
" DiJJerenl elhnic and cullural groups deserve la have Iheir civil righls prolecled 
even Ihough IlIIay be IIl1colllforlable aboUl lheir cllllllre and lifeslyle" 
Results 
Informants supported the statement about the rights of patients. Five(5) strongly 
agreed and six (n-6) agreed. 
The civil rights movement emerged in the 1960's with the aim of eliminat ing 
discrimination in all spheres of society (Lemmer & Squelch , 1993 . p.3). 
=> Statement 7 
" The diversily of people is Ihe valuable Ihing (all groups e.g. Aji-icans, Coloreds 
elc) are a valid pari oflhal diversily. Therefore ' am involved il1 combaling 
cultural discrimination and bias in workplace ", 
Results 
Most of the informants responded by supporting this statement as they showed 
acknowledgment of di ffe rences in cultures . (n-5) strongly agreed and (n-60 
agreed. 
=> Statement 8 
"' ndividualsji-om diJJerenl elhnic or cllllUral grollps should be accepled as they 
are (e.g. YOIl are nol a Black person la me, YOIl are j llsl like all of liS)". 
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Resul ts 
Almost all the informants supported thi s view (n-I 0) agreed strongly. (n- I) one 
agreed. Only onc (n- I) who disagreed strongly. Accepting patients as they are. 
also means respecting them as unique individuals and as such nurses put into 
consideration the fact that ethnic groups have thcir own culturally prescribed 
beliefs and prac ti ces related to hea lth . 
=> Statement 9 
"AlTering care or Irealment procedures 10 accommodate cultural variables is 
unnecessGI)' because any person can adapt ". 
Results 
Responses li'om this statement supported the idea of alter ing care and treatment 
procedures with fi ve (n- 5) of them strongly disagreeing and n-5 disagreeing. One 
response (n- I) agreed and one (n-I ) strongly agreed. 
One of the characteristics of cultural sensiti vity according to Bello (i n Clark. 
1984, p.265) involves modifi cation o f nursing care to incorporate folk hea lth 
pract ices \vhcncver feas ible. 
~ Statement 10 
"Cultural diversity is indispensable to our society. Diversity is a gift to all 0/ us. I 
have deep affection/or particl/lar cl/ltl/rally diverse individuals and I delight in 
their individuality and their gifts. I work as their advocale ". 
Results 
Five informants (n-6) strongly agreed, fOllr (n-4) agreed showing higher support 
for th is statement. 
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Cu ltural differences exist in the health carc selling because of ethnocentrism as 
nurses have a tendency of bringing their ethnocentrism into their jobs. thereby 
imposing their values beliefs and patterns of behaviour upon their patients and 
clients (Leini nger. 1991). 
=;> Statement 11 
.. Ethnocentrism and separatism is a malure way o/Iife. Segregation of cullures 
should be encouraged and reinforced" 
Results 
Most of the informants (n-7) strongly disagreed and onc (n- I) disagrecd to the 
given statement. The responses did not support as they were oppos ing 
ethnocentri sm. 
=;> Statement 12 
·Folk systems need to be incorporated il710 professional approaches to nursing 
care H. 
Results 
On ly two (n-2) agreed or accepted the view that fol k systems need to be 
incorporated in profess ional approaches. The majority of thc informants were 
uncertain wi th (n-7) and only three disagreeing. 
Cheetham & Griffiths (cited in Shezi & Uys. 1997) states that the African concept 
of illness embraces biological. social, religious and magical factors. Symptoms 
from disorders are generally shaped by local beliefs, norms and general patterns of 
living. Dobson ( 1991) maintains that nursing has always stressed the importancc 
of rendering culturally conscious care that respects individual ' s differences and 
incorporates ones own values. beliefs and lifestyles and practices into the delivery 
of health care. 
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Results ofthe twelve statements 
Generally, there were a lot of statements that were suppOlted than those that were 
not supported. Only three (25%) statement were not supported, one was neutral as 
the results indicated uncertainty (8,3%) and eight (66,6%) of the responses were 
supporting the statements . Figure 4.1 illustrates the results, supporting statements 
include both agreeing and strongly agreeing responses, whereas non-supporting 
statements include disagreeing and strongly disagreeing statements. 
Figure 4.1 Attitudes and beliefs of nurses towards patients of diverse 
cultures. 
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GeneraUy there were responses that supported the statements on attitudes and 
beliefs of nurses towards patients of diverse cultures than those that were not 
supported. (68,1%) of the responses were positive, (20,8 %) were negative and 
(11 ,1 %) of responses indicated that the informants were uncertain as shown in the 
Figure 4.2. 
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Figure 4.2 Supporting versus non-supporting statements 
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4.2.3: INFORMANT'S UNDERSTANDING OF CULTURAL 
CONCEPTS 
The informants were asked to show their understanding of the cultural 
concepts that are commonly used. Five concepts were asked, for example, 
stereotypy, cultural imposition, ethnocentrism, prejudice and labeling. 
4.2.3.1 Stereotypying 
Results 
Responses to this concept indicated that all the informants (n-12) had the 
tIDderstanding of this concept. The responses included :-
" my own opinion and understanding of another person 's cullure or 
towards an individual " (Informant A) 
" when you place a group within a certain category according 10 past 
experiences and involvement with others in the group" (Informant B) 
"people are judged before knowing them and are not given a chance to 
prove themselves" (Informant C) 
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"people are j udged before knowing them and are not given a chance to 
prove themselves " ( Informant C) 
"This is when one generalize aboUl a certain issue e.g. All Whites are 
raciSIS" (Informant K) 
4.2.3.2 C ultural Imposition 
Results 
Results show that few students had the understanding of this term . Three (n-3) did 
not know the concept. while four (n-4) did not provide any answer. Only five (n-5) 
showed some understanding of this concept. The following are some of the 
examples given by the five (n-5) respondents who showed some understanding of 
the concept. 
.. Ihis is enforcing my cullure on 10 Ihe nexl persons' (Informant A) 
"imposing your culture 01110 another 10 eilher sway them onlo your views" 
( In Formalll B) 
.. Irying 10 force your own clliture on Ihal of another person) (Informant D) 
The following are examples of the respondents who did not know the term cu ltural 
imposition. 
"your cullural values and beliefs" (In forma nt E) 
.. this is when one' culture is 1101 considered' ( Informant I ) 
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4.2.3.3 Ethnocentrism 
Results 
Most responses (n -10) understood the concept ethnocentrism. Two informallls did 
not provIde answers. The following examples illustrate the informant "s 
understanding of this concept. 
,. lily belie/lhallllY cullure is beller Ihan any olher" (Informant A) 
.. a/eeling o/superiorily 10 olher cullures and people" (Informant D) 
.. when one believes his or her ell/rure is the besl and look down 011 other J 
cullures" (Informant I) 
" Ihe belie/ lhal one 's own cu!rure is beller Ihan alllhe resl. Have a way 0/ 
looking down on olher culluresJeelings o/superiorily" (Informant H) 
4.2.3.4 Prejudice 
Resu lts 
All the students (n- 12) had an understanding of the concept prejudice. The 
following are some of the examples that illustrate the informant's understanding . 
.. a dislike /01' olher age groups, olher sex or cullure for no reason" 
(lnformalll C) 
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" to discriminate according 10 culture, age or race e.g. not showing interest 
in old patiellts" (Informant F) 
.. dislike or negative reaction towards anofher race, age, sex (Age ism. 
racism, sexism shown in the way patients are ,reated.) ( In formant G) 
4.2.3.5 Labcling 
Results 
Eleven (n-II ) informants showed understanding of the concept, only one (n- I) 
who did not know thi s concept. The responses included the fO ll owing : 
.. to judge a person or a group and analyze them and assign certain labels 
to them" (In formant E) 
.. means calling a person by names e.g. prostitute if she suffers from 
sexually transmitted disease" (I nformant I) 
.. this is aJorm oJ adopting allotiler name to a person, such as labeling 
someone as a miser because he is wise with his money. ( In formant L) 
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Figure 4.3 Knowledge of cultural concepts 
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4.2.4 CULTURAL FACTORS TRATPLAY A ROLE IN HEALTH-
lLLNESS CONTINUUM 
Informants were asked to show their knowledge and understanding of 
cultural factors that play a role in the health - illness continuum. One 
informant did not have any understanding of these cultural factors. 
However, some had an understanding with answers ranging from two to 
eight. Factors that were provided by the informants include language 
difference, customs, norms, beliefs, values, religion, food and eating habits, 
dress code, reaction to pain and death, folkways, cultural sanctions or 
restrictions, ancestor worship, belief in God, use of magic, sorcery and 
witchcraft, rituals, scientific base. 
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4.3 INTERPRETATION OF THE FINDINGS 
4.3.1 Findings from the scenarios 
• Scenario I 
Scenario I simulated difficulty in communication. Informants demonstrated 
positi ve responses as they stated that learning the language wi ll be ideal. All the 
infonnants expressed this as the first option. Other responses were given as 
alternatives including finding an interpreter. non-verbal means of cOl11munication, 
using a common language and transfer to another clinic . 
The lIse ora C0l11 1110n language and transfer to another cli nic were viewed as 
negati ve alternati ves by the researcher as these options show some resistance to 
change. Almost all the informants reached Icvel 5 (adaptation) of Bennett' s 
stages of development as learning the language was the first option . However 
onc infornlant reached the highest level. (integration). 
• Sce nario 2 
The informants were expccted to demonstrate their cultural understand ing as 
applied to nursing. Thi s scenario focused on the ability of nurses to accommodate 
and tolerate other cultures. Most of the informants responded positive ly by 
reaching a compromise of allowing two or th ree visitors at a lime. One informant 
indicated that the patient could go and see relatives in the visiting or wai ting room . 
Very few informants showed some lack of cultural knowledge by stating that they 
would adhere to the hospital policy or ru les. 
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According to BennCll (1986). most informants responses tallied with stage 
5 (adaptation) as they indicated that they would respect and adapt to accommodate 
the visitors. Very few (n-4) responses tallied with stage 3 (minimi zation) as they 
ignored the palient" s values and did not acknowledge as important. Their failure to 
compromise and put in to consideration only the hospital ru les or policies indicated 
some rigidity and therefore lack of sens iti vity to other cultures. 
Another option according to the researcher cou ld have been pUlling the 
pati ent in the side ward as the state of lhe condition is not slated in the scenario l 
but none of the informants made mention of this option . All1he informants 
assumed that the patient is al ready up and about during the stage of ambulating. 
* Scenario 3 
Informants were asked to respond to the negative altitude emanating from the 
perception of a nurse towards a child (patient). This resulted in the nurse imposing 
her or his cultural values onto the pati ent. Responses to this scenario were very 
positive as most or the informants di sapproved of this behavior, rejecting the 
ethnocentric attitudes. They recognized di fferences in cultures as they stated that 
the chi ld may belong to other religious organization or may be atheistic. 
Responses tallied with the highest level (integration) as they never indicated any 
di scomFort in the child 's behaviour. 
4.3.2 Findings from the questionnaires 
4.3.2.1 Views about health belief system and illness 
Many informants believe in holistic approach whereas a rew believe in science 
only. This is supported by their responses about how they view illness. 
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A majorit) of informants be lieve that illness is due to mu lti plc env ironment 
interaction, a few believe that illness is due to a breakdown in human machine. 
Onc informant was uncertain about the cause of illness. 
4.3.2.2 Cultural beliefs 
Thi s section exp lored the alt itudcs and beliefs of nurses aboll tnllrsing patients 
from different cultural backgrounds. Results revealed that there were more 
responses that supported most of the statements. Out of twe lve statements. on ly 
three statcments were not supported adequately. on the average Statements 1,3 and 
12). 
Statement I reads: "/n Jlursing. il is nol worthwhile to focus 017 one's own 
cultural values and social norms because only the client malleI'S ,. 
Focusing on one's own cultural va lues and social norms. not on the patient would 
imply that nurses might be ethnocentric, prejudiced. stereoty ping, labeling and 
impose their values onto the patient. 58% of the informant' s responses arc still on 
stages one (den ial) and two (defense) whereby ones own view is unchallenged 
and seen as central to all reality. 
Statement 3 reads: "Treating people differently because a/religious. ethnic. 
cultural or olher characleristics implies prejudice and discrimination" 
Literature reveals that people havc a right to be treated as unique beings as trcating 
all patients the equally would imply treating some poorly (Troskie. 1998). 
Responses indicated lack of appreciation of people as unique beings. They believe 
in treating the same irrespecti ve of their cultural backgrounds. According to 
Bennen ( 1986), thi s belief might perpetuate non· acceptance and respect of 
behaviora l differences and underlying value di fferences as a result cultural 
differences will never be accommodated even if they might be recogn ized. 
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Most of the responses ta lli ed with Bennen's leve l I. 2 and 3 (den ial, defensc and 
minimization) respectively. 
Statement 12 reads: Folk syslems need 10 be incorporaled into professional 
approaches 10 nursing care" 
Only two responses accepted this view as the majority were ullcerlain and a few 
disagreed strongly. Literature revcaled that people experiencc health and illness in 
a cu ltura l way. Therefore, ignoring their belief systems could lead to the pat ients 
not reaching their optimum level of health. the majority o f responses tallied with 
level one (denial) as this s ignifies that there is no insight into the existence of 
differences in cu lture. 
4.3.2.3 Knowledge and understanding of cultural concepts 
The informants were expected to demonstrate their knowledge and understanding 
of cultural concepts. Five cultural concepts were asked. Responses were positive 
ranging from 50% to 100% as shown in fi gure 4.3. 
4.3.2.4 Factors that play a role in health - illness continuum 
Informants were asked to identify the factors that play a ro le in heal th - illness 
continuum . Generally the response was positive, informants identified the 
concepts ranging from two to eight factors. Only one informant who had no idea 
about the cu ltural concepts. 
92 
4.3.3 Findings related to level of training 
Results revealed by this study shows that there is no relationsllip between 
the extent of cultural sensitivity and the level of training as illustrated by 
figures below. There were two nursing students wbo were doing second 
year (Informants A and B); seven were on their third year of training 
(Informants C,D,E,F,G,H and I) ; three students were on their fourth year of 
study ( Informants J,K and L). 
4.3.3.1 Cultural beliefs 
Regarding the cultural attitudes and beliefs, figure 4 .4 shows that more supporting 
statements were expressed by the second years instead of the fourth years as 
expected. Supporting statements include strongly agree and ab'!"ee statements. 
Non-suppoting statements include strongly disagree and disagree statements. 
Figure 4. 4 Cultural attitudes and beliefs ofvarious levels of students 
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Uncert.illln 
4.3.3.2 Understanding of cultural concepts 
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More knowledge and understanding of cultural concepts was demonstrated by the 
second years. Second years scored highest of all tbese groups with 100% of all the 
five concepts asked. 
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Figure 4.5 Understanding of cultural concepts among various levels 
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4.3.3.3 Factors that play a role in health - illness continuum 
Infonnants were asked to identifY cultural factors that play a role in health - illness 
continuum. Results revealed that Infonnant C who did not know anything about 
these factors belonged to third year. On the average the second years identified 4 
(31 %) factors, third years 4,2 (33%) and fourth years identified 4,6 (36%) factors. 
Figure 4.6 illustrates the findings. 
Figure 4.6 Cultural factors that play a role in health - illness continuum 
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4.3.4 Findings related to previous training 
Out of 12 informants. 4 informants had previous training. Three were in 
their third ycar of study (Informants C.E and I). two were enro lled staff nurses and 
the othcr onc had computer literacy. Onc informant (B) had prev ious knowledge 
o f soc iology and psychology. Therefore. more informants with cxperience 
belonged to third year and according to the findin gs. this did not show or did not 
have any influence onlhe results. 
4.4 RELATIONSHIP OF THE STUDY WITH THE THEORETICAL 
FRAMEWORKS USED IN THE STUDY 
4.4.1 Social Identity Development Theory 
Social identity development theory describes the attr ibutes that are common 
to thc identity development process for members of all groups. Th is theory shows 
that people move neatly from one stage to another though at times people 
experience several stages simultaneously. Thi s model is helpful to understand the 
students as they move from one stage to another in the profession of nurs ing. It 
helps the nurse educators to sclect instructura l strategies for nursing (Adams et al. 
1997). 
• Stage I - Naive INo Social Consciousness 
Socializat ion is a li fe -long proccss starting from birth to death. As a child is born 
into a particular socio-cultural context, he or she learns who he or she is, who other 
people are . By the time a person is admitted as a nurse, he or she comes with the 
messages he or she has been taught or acquired consciously or unconsciously from 
mainly parents, teachers, peers, religious organi zations. 
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Of - course nurses have no knowledge about the profession. its values, norms and 
expectations when they join nurs ing. They bring their prejudices. stereotypes. and 
racial attitudes which they have acquired from those who have been around them . 
They depend on the nurse educators and other ro le models for thcm to learn the 
val ues and norms of the profession and unlearn those that they have brought in 
(Adams et aL 1997). 
• Stage 11 : Acceptance 
Nurses at this stage arc expected to learn to adopt an ideology or belie f system of 
the nursing profession. They learn that the profession of nursing is guided by 
Acts. rules and regulat ions that approve or disFlrrrove and even prohi bit certain 
bchaviors. As they have accepted the messages about the nature of their group 
identi ty, it becomes difficult to unlearn their dominant wor ld views. However, if 
learning during the socialization process is powerful. pervasive and consistent, it 
becomes inevitable (Adam et aL 1997). 
• Stage III : Resistance 
Nurses experience di fficult emotions during this t imc as their accepted identi ty 
comes to scrutiny and arc a fraid o f and uncertain what the implications of self-
examination will be. Nurses reject earlier social positions and formulate a new 
world view. They develop an awareness of their social identity but one wh ich is 
not necessari ly positivc. They negotiate the conOict between their own values and 
profession 's definitions of appropriate behavior so that thcy move towards a new 
identi ty (Adams et ai, 1997). 
• Stage IV : Redefinition 
At this stage nurses develop a positive definiti on of the ir social identity and 
idcntify ing aspects of their culture and groups that are a ffirmin g as necessary parts. 
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They begin to acknowledge that all groups are unique and havc different va lues 
that enrich human life and as such therc is no beller cul ture or social group than the 
other. They learn to sce a patient as a unique being whose hea lLh care needs are 
different from the other patients. They respect the pat ients and do not sce 
themselves as superior 10 them (Adams et al. 1997). 
• Stage V : Internalization 
The norms and values of the profession are internalized and integrated within 
ones total identity. The new identity that has been developed is incorporated into 
all aspects of evcryday life and become spontaneous (A dams et. ai , 1997). 
Annexure B illustrates the Stages of Social Identity Development by (Hardiman 
& Jackson. 1992). 
4.4.2 Stages of development of cultural sensitivity 
Bennell (1986) has provided a frame of reference for this study. Bennen 
has outlined the progression from ethnocentr ism 10 increased cultural sensitivity 
typically followi ng six stages ( See Annexure A). As the nurse develops or 
increases her or his level of cultural sensi tivity, he or she progresses from stage I 
to stage 6. 
• Stage I : Denial 
At this stage cultural differences are not recogn ized . The nurse represents the 
ultimate ethnocentrism whereby ones' own world view is unchallenged as central 
to all rea li ty. This has been demonstrated in scenario 3. The nurse has no insight 
at all of the ex istence of differences in cultures. Almost all the in formants were 
against the labeling of patients as such they seemed to have past this stage. 
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Although some of the responses in the questionnaire showed that therc are students 
who are still at this stage. far example. their responses in statements 1.3 and 12 
reflect that they have negative attitude and prejudice against other cultures. 
• Stage 2 : Defens. 
At this stage the nurses recognize di fferent cultures but they see their culture as 
superior to lhat of patients as a result they tcnd to impose their own values onlO the 
their patients (cultural imposition). From both tools. responses reveal that a few 
informants arc still at this leve l. 
• Stage 3 : Minimization 
Culture may be recognized at this stage but the magnitude of their impact is still 
minimized. Although cultural differences are ovcrtly recognized, nurses at this 
stage. tends to ignore the patient' cultures as they do not acknowledgc their 
importance or value. A few responses from all levels of training tallied with this 
stage. 
• Stage 4 : Acceptance 
Nurses accept and respect bellavioral difference and underlying cultural value 
differences. They view cu lture as a dynamic process that help people set and 
l'ollow soc ial rules. The majority of the informant's responses demonstrated that 
they are in the process of becoming culturally sensitive towards other cultures. 
• Stage 5 : Adaptation 
Nurses are able to change and adapt to different cultures. Bennett (1986) states 
that the most eommon form of adaptation is empathy which involves a temporary 
shift in the frame of reference such as one construes events if one were the other 
person. 
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The ability to change process ing of reality constitute an increase in intercultural 
sensitivity when it occurs in cross cultura l context. This was demonstrated in 
scenario 1 and most of the responses were positive except very few statements 
which were mentioned as alternatives to the problem. 
Most of the responses in the questionnaire tallied with this stage and a few are still 
nlr from reaching thi s stage. 
• Stage 6 : Integration 
Nurse apart from being able to adapt and change, they move comfortable among 
cultures. According to Bennetl (1986) the integration of difference is the 
application of ethnorc lati vism to one's own identity. The nllrse at this stage is not 
on ly sensiti ve to lTIany di fferent cu ltures. but is always in the process of becoming 
a part of and apart from a g iven cu ltural context. From this study, on ly one 
response indicated that the aim of learning the Shangaan language and cu lture is to 
become part of them ( Scenario I). 
4.4.3 Chrism.n Theory 
Chrisman 's theory .. Expanding nursing practice with cu lture - sensitive 
care: A new approach to Transcultural Nursing" has also provided theoretical 
Iramework for this study. This theory guides the nurses in providing holistic 
congruent nursing care and the accompanying practice dimension cu lture -
sensitive care. This approach is advantageous as the culturally naive nurse is 
inhibited from stereotyping patients by expecting them to conform with 
generalizat ions learned about a particular culture. This has been described 
thoroughly in Chapter I. 
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4.5 CONCLUSION 
In conc lusion. this chapter discussed the findings and interpretation of the 
study with reference to Bennett ( 1986) stages of cul tural deve lopment. The next 
chapter will summari ze the findin gs and provide the recommendations of the 
study. 
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CHAPTER 5 
CONCLUSIONS AND RECOMMENDATIONS 
5.1 CONCLUSIONS 
This study sought to explore the extent of cultural sensitivi ty among the 
nursing students doing the four year Diploma at Addington Hospital in Kwa Zulu-
Natal Province. Firstly narrative statements in the form of scenarios were 
employed in order to explore the nurses extent of sensitivity to other cultures. 
Three scenarios were designed to simulate the following :-
o difficulty in communication 
o lack of cultural knowledge demonstrated by inability to accommodate and 
tolerate diverse cullures when rendering patient care 
o negative attitudes of nurses towards patients of diverse cultures. 
In the first scenario. the informants were asked to demonstrate their ability to 
overcome the cOllununication barriers. Informants demonstrated positive responses 
as they stated that learning the language wou ld be an ideal. All the informants 
expressed this as the first option. Other responses were given as alternatives 
including finding the interpreter. non-verbal means of communication, using a 
C0l11111011 language and transfer to another clinic. The use ora common language 
and transfer to another clinic were viewed as negatives by the researcher as these 
options show some resistance lO change. Comlllunication is a major barrier to the 
provision of culturally relevant care. In such si tuations. nurses experience difficulty 
in providing care to culturally diverse clients and patients. 
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Van Der Wait (1994) contends that cultural sensitivity involves far more than just 
languagc proficiency. it requ ires adaptability, flexibility and empathy. 
The second scenario. the in formants were expected to demonstrate their 
cultural understanding as applied to nursing. Thi s scenario focused on the ability of 
nurses to accommodate and tolerate other cu ltures. Most orthe informants 
responded posi tive ly by reaching a comprom ise of allowing two or three visi tors at a 
time . One informant indicated that the patient cou ld go and see relatives in the 
visiting or waiting room. 33,3% of the informant's responses could neither tolerate 
nor accommodate as they indicated that they would adhere to IlOspital rules or 
policy. This supports the researcher's findings in her study that some nursing 
students failed to recogn ize the variat ions among cultures and obviously. cu ltural 
differences exist between nurses and patients. This could be attributed to lack of 
cultural knowledge (B lenner.199 1). Lack of cultura l knowledge about othcr 
cultures and generalizations bascd on expericnces affect the quality of care provided 
to patients of different cultures. 
In a study that was conducted by Blenner (199 1). on how health care 
providers approach treatment of culturally diverse infertile patients, findings 
revealed three typcs of providers. The cultu rally unaware, culturally non-tolerant 
and cu lturally sensitive providers. Cultural unaware providers failed to recognize 
different cultural needs and treated all patients in the same way, an approach that 
cventually led to non-compliance. Culturally non-tolerant providers recognized 
diverse needs but were unwilling to tolerate cultural conflicts in treatment of change 
treatment protocol s. Often. this resulted in providers terminating treatment or 
making referrals to a morc tolerant provider. 
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Cu lturally sensitive providers acquircd information about cultural beliefs. workcd 
with patient limitations and adapted tests and treatment protocols to meet patient 's 
needs. 
The third scenario. expected the informants la respond to the negative 
atti tude cmanaring from the perception of a nurse towards a child (patient). This 
resulted in the nurse imposing her or his cultural values onto the patient. Responscs 
to this scenario were very positi ve as most of the informants di sapproved of this 
behaviour. rejecting the ethnocentric attitudes. Thcy rccogni zed di ffercnces in 
cultures as they stated that the child may belong to other religious organization or 
may be atheistic . 
Second ly. the informants were givcn a questionnaire to r,1I in where they 
were asked to indicate their views about health belief system and illness, their 
cultural beliefs, knowledge and understanding of cultura l concepts, factors that play 
a role in health - illness continuum. The majority of the responses tallied with the 
stage 4 and 5 which means that they are sensitive 10 othe r cultures. Some responses 
that are few indicated lack o f cultural sensiti vi ty. From both enablers, all level s of 
cultural sensitivity mani fested : For example. denial of difference by failing to 
acknowledge differences in cultures. Defense against differences shown by negative 
stereotypes and cultural superiority as shown by beliefs held in the statements I, 3, 
and 12 and by responses in scenario 2 indicated adherin g to rules. Minimi sat ion of 
difference shown by acknowledging differences but buried differences under the 
weight of cultura l simil ariti es as they strive to treat every patient equally. All the 
stages explained are referred to as ethnocentric as the indicate lack of cultural 
sensitivi ty . 
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However, ethnorelatiyc stages were reached . Acceptance of cultural 
differences as the informant' s responses moved beyond acknowledging cultures and 
indicated the importance of respecting other cultures. In this stage cultural 
difTerences exist and difference is perceived as fundamental. necessary and 
preferable in human affairs ( Bennell. 1986). Adaptmionto cultural differences 
allows for the higher levcls as shown by the informant 's responses indicating 
willingness to change and adapt behaviour and thinking to cultural differences 
occurring more specifically in cross cultural contexts. Integration of difference was 
shown by a few as they not only indicated appreciation, respecting and valu ing 
cultural di fferences, but commitment in promoting soc ial equality and change. 
Responses sUPPol1ed this stage by stating that they would strive to hecome part of 
another culwrc apan from a givcn context. Althis stagc people have the abi lity to 
integrate new experiences with old ones and are fluid in their view of difference 
(Ewalt et ai , 1990). 
The results of the study revealed that the nursing students were m varying 
stages of levels of development of cultural sensitivity. Each stage represent a way 
of experiencing di fference. from denial , defense. minimization, acceptance, 
adaptation and integration. According to Bennett (1986) the higher the level, the 
more the individual is sensitive to cu ltures of diverse groups. 
This means that nursing students ranged from ultimate ethnocentrism to 
ethnorelativism, that is, lack of cultural sensitivity to cultural sensitivity. 
Based on the findings, the following conclusions IVere drawn by the rcsearcher :-
I. Some nursing students are unable to acknowledge variations thm exist among 
cultures. 
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2. Problems emanating from differences in cu ltures still exist between the nurses 
and the patients particularly \"ith health and health care due to ethnocentric views 
st ill held by some nurses. 
3. Nursing students are at varying stages of levels of developmcnt of cultural 
sensitivity. 
Oosthuizen (in Trosk ie 1998) found that nurses were not sufficiently prepared to 
deli ver real culturally sensitive care to patients as they cou ld not identi fy diverse 
cultural needs of patients. 
5.2 RECOMMENDATIONS 
The recommendations of this research are dealt with in three sub - head ings: 
recommendations for nursing practice, for nursing education and for research. 
McKenna (1997) uses the metaphor that theory. practice and research are like three 
dancers. They need to be competent and con fident or else the dance wi ll be ruined. 
Weak relations between theory, practice and research will be detrimental to the 
development of the nursing discipline, and that research without the consideration 
of theory would be a fruitless exercise. 
5.2.1 For the nursing practice 
The researcher through her own experience as a nurse and nurse educator 
observed some forms of cultural issues wh ich triggered her to undertake this study 
as reflected in scenario 2 and 3. Apart from the researcher 's experiences, the results 
of the study revealed that problems emanating from differences in culture still exist. 
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It is imporLant. therefore. that the management should develop a system of capacity 
bui lding for all nurses from the top hierarchy to the least junior nurse in the form of 
workshops. seminars and conferences. The majority of nurses could benefit, as 
some received training during the lime of separate development whereby people 
were trained and guided to serve their own communities whose cultures. va lues and 
beliefs were similar to theirs. 
South African nurses (Eliason. 1998; Kanyile. 1998) praetieed before 1990 
Health Reform poli cy which decreed that health services be open to al l cultura l and 
racial groups recei ved a unicultural form of training. The managers should take the 
lead in promoting a healthy cultural diverse environment. They should role model 
behaviour and altitudes they desire rrom their staff. Top management can affirm 
cultural diversity with a public declaration expressed in their miss ion statement 
(Bhimani & Acorn. 1998). 
The structure of the country has changed, the new South Africa comprises of 
nine provinces with eleven (11) languages. According to Act No. 200 of 1993, one 
of the fundamenta l human rights that needs to be protected is the right to own 
language and culture (Human Services Research Council. 1994). Nurse 
practitioners need extensive cultura l knowledge to guide them in their decisions and 
actions to prevent cultural backslash. connicts, lega l prob lems and unfavorable 
nursing outcomes. The new National Health Plan for South Africa (ANC. 1994) 
focuses on PH C at grassroots level. health for all and community partnership within 
the health delivery system (Poggenpoel, 1996). To be relevalll as a health 
profession, nurses need to provide culturally sensi tive care to all people irrespective 
ofpatient's cultural background. 
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5.2.2 For the Education of nurses 
Some nursing students have demonstrated the presence of ethnocentric views 
in the findings of the study. To face the challenge ofa multi - ethnic society. 
nursing schools in South Africa must become morc cultura lly diverse in their 
students and faculty composition. As nurse educators convey the messages 
consciously and unconsciously to the students. they are the key fi gures in providing 
appropriatc education. Besides having an understanding and knowledge of their 
own cu ltures. they should be aware of the cultures of their students and know which 
cultural factors innuence the learning - learning process. They should use 
appropriate instructional material that renects the cu ltura lly diverse naturc ofthc 
school and soc iety. Nurse educators, too, need to lead by example and be free from 
prejud ice and ethnocentrism themse lves. 
An important aspect of multicultural education is the inclusion of culturally 
relevant and appropriate content into the curriculum. This cou ld be achi eved by 
prov iding a separate program presented in the form of a module, subject or course. 
Alternative ly, in the curricu la for basic nurse training programs, the cultural content 
should be built in to enable nurse practitioners to provide a more holistic and 
effective service to culturally diverse communities. The existing nursing curriculum 
of all the universities and colleges needs to be examined, so that a lterat ions and 
innovations could be done where necessary until the whole multicultural curriculum 
is developed. This could address the prob lem of insuffic ient preparation of nursing 
students as revea led by the findin gs of this study. 
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In the light of inability by some students to acknowledge variat ions among cultures, 
students should be placed in a variety of settings during their placement in the 
communities so that they have an understanding of the particular needs of people of 
different cu ltures and subcultural backgrounds. It is also recommended that there 
shou ld be a link between the South African un ivers ities and coll eges and the other 
countri es. By so doing. students will be exposed to mult icultura l groups abroad 
wi th the aim of overcoming their eth nocentrism. experi ence a transformative and 
sensitive as well as understand and in tegrate the patient' s cultural practices into the 
student's health practices. 
5.2.3 For Research 
Apart from the recommendations for practice and nursing education, there is 
a need ror more research 10 investigate the extent or cultural sensitivity among 
nurses. It could be interesting to compare the different groups of nurses in different 
settings, that is, nurses who interact frequently with patients frol11 different cultural 
backgrounds and those who are not often in teracting with patients of diverse 
cultures. The reason is that in small towns thcre is less degree of contact with 
di fferences as the populations are genera lly homogenous than in larger, 
cosmopolitan cities. Lack of exposure to a var iety of cultures, could, therefore, 
contribute to denial of difference, that is, complete insensitivity to other cultures 
(Bennett, 1986). 
The focus could be on different nursing programs in different areas of South 
Africa. A comparison of results between different programs could yield meaningful 
information. Cross cultural comparative research and ethnographic research also 
have to be supported to explore cultural attitudes and values and their impact on the 
educational process. 
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Gaps or extreme di fference in culture relevant knowledge could be iden ti fied and if 
there arc any, a review could be done. It is recommended that a study whereby two 
data sources are included should be undertaken. The researcher believes that 
patients cou ld provide a valuab le source of information in the assessment of hm\! 
sensit ive are the nursing students in nursing patients of diverse cultures. This could 
va lidate the findings of the study as well. 
In conclusion. the biggest Challenge that faces the providers of health in South 
Africa is to become culturally sensitive. South Africa is increasingly multicultural 
and people li ve in a world of rights and charter, as slated in the new Health Reform 
Policy (1990) and in Act 200 of 1993 (Human Services Research Council , 1994). 
The new paradigm shift from hospital to community based approach (PHC), and the 
new strategies for learning. (CBE and PBL) all demand a new look on how to 
prepare nurses to become cultura lly sensitive in order to provide culturally 
congruent nursing care to all. 
Although Adams et al ( 1997) contends that at times people experience several 
stages of cultural development at the same and also revealed by some informants in 
the study. it is imperative to shift from the ethnocentric stages to more culturally 
relative stages of sensi tivity. The purpose of the study was to explore the extent of 
cu ltural sensitivity among the nurs ing students in Kwa Zulu - Natal. In the new 
South Africa. understanding cultural divers ity is the important tool in order to reach 
the goal of Health for All. 
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ANNEXURE C 
Narrative statements in the form of scenarios 
FIRST DATA COLLECTION TOOL: NARRATIVE STATEMENTS 
SCENARIO I. 
You are allocated for a whole year in a comm unity clin ic in Mpumalanga where 
most of the cli ents are Shangaans. and you becomc fru strated when they speak 
Shangaan in your presence. You feel excluded f1'olll the conversations and 
uncomfortab le with your role in the clin ic. 
What would you do? just ify your response. 
SCENARIO 2. 
You are assigned a patient in a Maternity ward, and during the vis iting hours, the 
whole extended family would come and vis it the patient at the same time. They 
believe that every member should come to give the moral support. The policy of 
the hospital allows on ly two or three members at a time in order to prevent cross 
infection especi-a lly to the newborn babies. When you approach the patient' s 
vis itors to exp lain the s ituation, they become angry with you and threaten to take 
their re lative home with them. 
How wou ld you handle such a s ituat ion? 
SCENARIO 3. 
You are work ing in a paediatric ward. Whenever you are conduct ing prayers in the 
unit. onc child (patient) wou ld keep her eyes open. Onc day you heard one of your 
colleagues talking to this child. instructing the chi ld to close her eyes when talking 
with the Almighty. After this. the nurse came and was labeling the ch ild as "silly"' 
and "disdainful". 
What are your views regarding this situat ion and why? 
How would you respond or react to this situation? 
2 
ANNEXURE 0 
Questionnaire used as second data collection tool 
SECOND DATA COLLECTION TOOL QUESTIONNAIRE 
A. SOCIO - DEMOGRAPHIC DATA 
I. Gender 
Male 
Female 2 
2. Marital Status 
S ingle I 
Married 2 
Separated 3 
Divorced 4 
Widowed 5 
3. Age 
15 - 19 years I 
20 . 24ycars 2 
25 . 29 years 3 
30 - 34 years 4 
35 - 39 years 5 
40 - 44 years 6 
45 - 49 years 7 
50 - 55 years 8 
4. Religion 
Christian I 
Muslim 2 
Hindu 3 
Afri can 4 
Aesthist 5 
Other (specify) 6 
5.Language 
Zulu 1 
Xhosa 2 
Swazi 3 
English 4 
Afrikaans 5 
Indian 6 
Sotho 7 
Other (specify) 8 
6. Ethnic Group 
White 2 
Indian 
, 
> 
Mixture of any two 4 
Other (specify) 5 
African 6 
7. Residence by birth 
Urban 
Rura l 2 
8. Level of Tra ining 
I st year 1 
2nd year 2 
3rd year 3 
4th year 4 
2 
9. Previolls training 
Enrolled nurse I 
Enrolled staff nurse 2 
Health educator 3 
None of the above 4 
Other (Specify) 5 
B. YOUR VIEWS ABOUT HEALTH AND ILLNESS 
I. What are your health belief system? 
Science I 
Holistic 2 
Magico-religion 3 
Other (specify) 4 
Uncertain 5 
2. According to your own point of view. ILLNESS is due to 
Supernatural forces I 
A breakdown of the ·'human machine·· 2 
M ul ti pie environment -host-interaction 3 
Uncertain 4 
None of the above 5 
Other (specify) 6 
C. YOUR CULTURAL BELIEFS 
Instructions: 
Respond by making a cross (x) next to the most appropriate response for this 
section. 
3 
Strongl) Agree Uncertain Disagree Strongl) 
Agree Disagree 
5 4 
, 
2 I , 
l.1n nursing it is not worthwhile 
to focus on onc ' s own cultural 
values and social norms because 
on ly the client matte rs 
2. Being of diverse culture in 
our society takes st rength. I am 
aware o f my own bias and 
prej udice and that I need to 
work 0 11 my understanding and 
attitude 
3.Treati ng people differently 
because of religiolls. ethnic. 
cultural or othe r characteristi cs 
implies prej udice and 
discrimination 
4.Minorities mllst adapt to the 
dominant culture's institution 
rather than the institutions 
adapting to the needs of the 
minority group or indi viduals 
5.0nc can "sense"' another 
culture's needs without having 
10 learn abouI its social 
organization and social 
I processes 
6.Differellt ethnic and cuhural 
groups deserve to have thei r 
civil rights protected even 
though Imay be uncomfortable 
about their culture and lifestyle 
7.The diversity of people is a 
va lllable thing (a ll groups e.g. 
Africans. Coloreds etc.) 
Therefore. I am involved in 
combating cultural 
discrimination and bias in 
workplace. 
4 
8. Indi viduals from different 
ethnic or cultural groups should 
be acceptcd as they are (c.g.You 
are not a Black person to me. 
YO ll arc just a person like all of 
us) 
9. Altering care or trea tment 
procedures to accommodate 
cultural var iables is unnecessary 
because any person can adapt 
10. Cultural diversity is 
ind ispensable to our society. 
Diversity is a gift to all of us. I 
have deep affec tion for 
particular culturally diverse 
individuals and I delight in their 
individua li ty and their gifts. I 
work as their advocate 
II .Ethnocentri sm and 
separatism is a mature way of 
life. Segregation of cul tures 
should be encouraged and 
reinforced 
12.Folk systems need to be 
incorporated into professional 
approaches to nursing carc 
D. YOUR UNDERSTANDING OF CULTURAL CONCEPTS 
I . S lereo typ i n g -----------------. --------. -----------------------------------------------------
2. Cullura I imposi lion --.--------------------.----------------------------.-----------------.-
5 
3. Ethnocentri Sin ----------------------------------------------------------- ---- ---------------
4. Prej ud ice ------------------- -----------------------------------------------------------------
S. Label ing ------------------------------------------------------------------------------------
6. In your opini on, what cultural factors play a ro le in the heal th - illness 
continuum? 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
6 
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from the 
Department of Health 
I he I )l'p;lrl lll l'1l1 or l ie,," " 
I' 1I ,(<)1), I 
I 'i c l Cl"ln;1 rl I I h' l rg 
' :'1111 
\ rT ENTloN : Ill{ Nlwllm-MIl'llIhll 
I le",. ~ Indalll. 
I Inlvt'l's ity () rTnll1s ~ci 
I )crI. " I' Nursillg 
Pill X I 
I ln il rH 
5 11 7 
I ScpIl'11lhcr. 10110 
!lE : 1'F.ll~"SSION TO CONDlICT A IlIcSli: AlKII STlJllY 
I hereh} requesl your ')(Tlll i ~" IOIl III II lldl'r l a ~ c et research study at Addington 
( ': lt ll PIl ~, 1:1111 rl1l' rcnt'y reg iste red for Cl Master's Degree with thc lInivl'I's ity of 
N;II:d, f\. 1 ~ c'\ pcl,: l iltions ~l rc tOl'Olld ll l' 1 iI rc, cnn.: h study i ll nursing CdU l':llio n , The 
titk Ill' rll \ IT<..; cnrl' h pro jcc t is " ' :'xl" o";lIg ( ' '''I''''fll.\'(!'' ,\';lh ';~)1 fI," pel'c('h'eti hy till! 
nllning ,\'I,/(/('nl\' ill A' II'{f 7."III-{\Ial(lII',.O\'i,,('I':", 
j\ 1} area of' inlcrc"t i ~ Ihe D i pl n lll il illlllll's ing ({ icncral. Psychi atry. l'OI l1 llllllliIY) 
:1Ilt! f\. l id\\ i fel'} , :md t1 lill is \\ hy I ha ve choscn thc Campus stated abovc , /\ Iso I 
hll\'(' r lw c.;cn lhis pJ'(l\' incc hcc;tw,(' of'its heterog.eneity, An er cOlllpletion o f'thc 
s lttd ~ I wi ll "hnrc thc informati on with hoth thc cu mpus Hnd thc Depa rtment o f 
l leil lh il lld thl' I'l'Sl l lt S \\' ill be plrblishl'd, 
Verh: lI (,(111 ':(.' 111 will he ohtai ned f'rom til l' parti cipant s, The responde11ts will be 
!!i\cll ass urance Orar lOll ,Y lIli t} as their 1l;1I1H." \\' illllot hc rcquired. instead the 
lellerc; o f'al ph<lhcl will hl' IIsed, l'onfidellli ;!lity will he maintained throug.hout :lS 
the Infi-l!'I llati on that \\ ill he gi\ 'c l1 in \\, 111 not hc divulged by i:l nybod), A lso there 
\\ ill he no !i nane i,, 1 Impli c:lt ion<.; I'm K\\ a /'ulu - Natal Provi nce , 
;\" :, rr"c;trchcl'. I \\ ill ; l c "n~\\ded gt· the I kpnrlll1 cnl or Il calth and a copy will he 
<.::upp li cd to til e 1 kpnrlIlH.:nl. I he: 1'0110\\ ill g. doclIl11cnts arc hereby atl'H:hcd :-
RCl;rnn.:h Prnptl", iI . 
') ( ' (lp~ of "cCllariOl; fllld" qU l'<;, tioll ll:Jirc that will he lIscd to coll ect d':lta . 
~ ;\ Icller prck<lrallce I'rol11 the et ld e;d ('oJ1llllillcc of the Univcrsity of" Nalal. 
I. 1\ !cltCl' Ih)tll Ill ~ ,\upcn';<.; nr confirming l1ly status as a s tude nt and research 
I'l'l1j e(" 
5, Il1fnnllc(\ l.'nl)<;,cn l ftlr the stlld ent s o"Addingtoll Ca mpus who wi ll bc 
particil'aling ill th e: stlld," 
)'PIII cn ,tlpcr,ttitlll ill thi" rcg;ml \\ ill he hi ghly :tpprccia lcd , 
, I 
ANNEXURE F 
A letter requesting permission to conduct a study 
at 
Addington College of Nursing 
\ddi,H!lnl1 ( ·; ~ 1l 1I'tI " 
I' () HIl \ t.)77 
I ),11 h:1Il 
1111111 
t\TTF. NTlO N : ~1t-,. S;.<S ;l1 g 
1 k :lr f\.lad ;lI11 . 
{Jnivcrsity or Transkci 
Dell!. o f" Nursil1g 
Pili X I 
1111 it ra 
5 11 7 
I Septemher. 2111111 
RI': I'F.R~1ISS10N TO CONDlICT t\ RF.SEt\RC II STlJl)Y 
I hC l cb~ I l'qll l'''' .'!lur I1l' I"111;"" illl1 ttllll1t1ntnkc it resl' ilrc h s llId ~ at /\ddill J.! 11l1l 
( ·;1111]111". I ;11" cllrrclltly rl'!! i ~ t e re d I{u· iI M,,<.;tcr's Ikg.ree \\ ilh till' I JIl;\ l.' rs i t ~ pr 
Na tal f\ 1 ~ c\ pl't"la tioll '\ ilrc to condlltl a rl',\c:m.: h stud) in Ilursing. ed'IGltiPII. I hl' 
lilk (\ r I1 1 ~ I"c"l'<1 rch project i" "J:'xplnriltK clllt/lral .'ie"sitil 'i~~1 (I.\" perceived by lite 
nlln·ill,!! ."fudents in h'wa ZlIlu-Nalall' I'Ol'i,,('('''. 
rd ~ ilI"l'[1 ur int l' rC' '' t i" th e Diplo11la in 11IIrsil1g ( iCll l'I"a I. Psyc hicltry. COI1l1l1111l i ty) 
<l ilt! Mid\\ il i..T~ . ;lIlt! 111<11 is \\ h~ · I ha\"(: l'IlOSC Il this Campus. Also I ha ve dwsell 
rhi " 1"11\ inn' hl'l':III <:;l' or il <.; hl'lcr(lg.l' J1city. t\ fi er t.:o lllplclioll or the study I will 
"hare the irlf;'nn;Ilill ll with -,"PII the rcsults will he puhli shed. 
\ (1111" co-opcr :l linll i ll Ihi " rcg:ml " ill he hi g.hly flPl'rccialed. 
, I 
ANNEXURE G 
A letter of permission to conduct a study 
granted by 
Addington College of Nursing 
PROVINCE OF 
KWAZULU-NATAL 
HEAL n : SERVICES 
ISIFUNDAZWE PROVINSIE 
SAKWAZULU-NATALI KWAZULU-NATAL 
EZEMPILO GESONDHEIDSOIENSTE 
TEL: 031 - 3272999 
FAX' 031 - 3272756 
Enquiries : 
lmibuzo 
Navra 
Dale : 
Usuku : 23 October 2000 
Datum : 
MRS B.B. MAFANYA 
UNIVERSITY OF TRANSKEI 
DEPARTMENT OF NURSING 
P.O. BOX 1 
UNITRA 
5117 
181 ADDINGTON CAMPUS 
COLLEGE OF NURSING 
P.O. BOX 977 
DURBAN. _000 
Reforence : 
!nkomba 
Verwyslng : 
RE: PERMISSION TO CONDUCT RESEARCH - "EXPLORING CULTURAL 
SENSITIVITY AS PERCEIVED BY THE NURSING STUDENTS IN KZN 
PROVINCE". 
The above request is granted and research study will involve students in their 
2"". 3'd and 4" years of the four year integrated course. 
Period for this study to be In the week 30 October to 3~ November 2000. 
Good luck. 
Au/~~% 
M.A. SISSING (MR~ 
CAMPUS PRINCIPAL 
MAS/mvl 
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granted by 
Department of Health 
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~ESEARCH APPLICATION 
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1'1;\'IIIIIISllk : J20U 
Reference: 66/3 
Date: 26 October 2000 
TITLE: EXPLORING CULTURAL SENSITIVITY AS PERCEIVED BY NURSING STUDENTS DOING 
B.CUR. IN KWAZULU-NATAL PROVINCE 
rhank you for taking interest to conduct research on the above subject. 
"ermission to conduct the research is granted. It is to be noted that the Addington institutional 
nanagement also have to be approached for permission to access the facility . 
.. copy of the research report will be appreciated and it should be directed to the Superintendent-
3eneral , Department of Health . 
A~ 
DIRECTOR : HRD 
ANNEXURE I 
A letter of consent for the participants 
AddinglOn Campus 
Durban 
Dear Participant. 
University of Transkei 
Depl. of Nursing Science 
P/B X I 
Unilra 
30 October, 2000 
RE: INFORMED CONSENT 
I am a lecturer at the Universi ty of Transkei. I am studying with the University of 
Natal doing M.Cur Degree (Master" s degree in nursing). In order to fulfill the 
requirements for thi s degree. I wi ll have to conduct a research study. "Explorillg 
Cultural Sensitivity as perceived by 'lte nursing stlldellls f/oillg B.C"r ill Kwa 
Z"lu - Na/al Provillce". I have chosen Kwa Zulu - Natal Province because there 
is a greater number of groups from di fferent cultural backgrounds. 
The purpose of this study is to explore. examine and describe how the nursing 
studellls of Kwa Zulu - Natal Province are sens iti ve towards cultures of groups that 
are different from theirs. The information from the participants w ill be obtained 
through the use of unstructured questionnaires, and by responding lO three 
scenarios that wi ll be given. The filling ofa questionnaire will last for about 45-
minutes and responding to scenarios will take about 30 minutes. [will assist you 
in filling the questionnaire. 
It wou ld be my pleasure if you agree to participate in this study. You were 
selected in this sludy because YO ll are involved in nursing patients from different 
cultural backgrounds. You have. therefore. experiences of nursing patients with 
diverse ethnic groups. Participation in the study is volu11lary and that you have the 
right to terminate or withdraw before the end of the study if YOll so wish. 
I undertake to ensure anonymity by not usi ng names instead the lellers of the 
alphabet will be used. Confidentiality will be maintained in that all the 
information thus given will not be di vulged in anyway. The transcription of the 
materials used will be shared by the researcher and the expert that will assist in 
analyzing data . On completion of the study the material will be destroyed. You 
have the ri ght to access the information on request. The results will be made 
available at the end of the study if you wish to know the outcome. 
You will not be paid for participating. However, it is hoped that the information 
you give will contribute to knowledge base. This will help the nurse educators to 
provide gu idelines in the nursing programs to promote and integrate cultural 
di vers ity. Nurses will then be better equipped with strategies to improve cultural 
sensitivity in nursing education. A caring atmosphere will then be fostered thus 
contributing to the improvement of the quality of nurs ing care. 
Thank you. 
By signing this document you are giving consents to participate in the study. 
---------------------- ---------------- (Print Name) 
---------------------- ------------------ (Signature) 
Researcher Participant Witness 
